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HE general purpose of this review is not 

to evaluate specifically the end results 

for cancer of the stomach in Los Angeles 

County, for such an undertaking would 
primarily be of local interest; rather, the intent of 
this survey is to provide a yardstick or measure- 
ment of what can and is being done to handle the 
challenging problem of gastric cancer for the total 
population of a specific area. Previous reports of 
large series of cases have either been collected 
from selected large clinics of the world or have 
emanated from special services in large hospitals 
where there has been a distinct selection of ma- 
terial suitable for surgery. Obviously, no mori- 
bund or evidently inoperable patient will be sent 
many hundreds of miles to a famous clinic to be 
refused treatment. This unnatural selection of 
favorable cases from the group financially able to 
make such a pilgrimage has inevitably resulted in 
reports of high operability and resectability rates 
and consequent cure rates which have made little 
impression on the average surgeon and internist 
because they appeared to have little application 
to the local problem. On the other hand, there 
have been other distressingly honest reports from 
large charity hospitals with such discouraging end 
results that there has been a general acceptance, 
at least in many circles, of the hopelessness of 
curing gastric cancer. Remarks to this effect have 
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often been made publicly by physicians of such 
high skill and reputation in the community that 
it has been difficult not to accept them. 

This survey, then, is designed to sample ac- 
curately a true cross section of the problem of gas- 
tric cancer which confronts the general population 
of a specific locality, with careful avoidance of the 
inclusion or exclusion of any selected groups. By 
analysis of such material and a study of the fac- 
tors which have been contributory it should be 
possible to determine what end results may be 
expected from the treatment of unselected pa- 
tients in private and charity general hospitals 
cared for by staffs presently available. Since 
there is nothing peculiar to population, facilities, 
and medical treatment in Los Angeles County, 
the conclusions reached should be equally valid 
for any similar locality in the United States. 

Material. The records from two large private 
general hospitals with active surgical services, 
the Hospital of the Good Samaritan and St. Vin- 
cent’s Hospital, together with those from the Los 
Angeles County Hospital, were reviewed. The 
case histories taken in the two private hospitals 
were not only easily available but they were typi- 
cal of the care given to private patients in this 
area. The County Hospital records obviously 
would not only be representative of the care of 
indigent cases but would also constitute the major 
fraction of such care given in Los Angeles County. 
Further, since many of the same physicians and 
surgeons are active in both private and County 
Hospital work, controlling to a large degree the 
policies and type of care given, there would be a 
certain homogeneity in the factors of surgical skill 
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which would permit evaluation of the problem at 
different social levels. 

Originally, it was planned to review the charts 
from 1930 to 1949, inclusive, a period of 2 decades. 
In the case of the Hospital of the Good Samaritan 
the study is from 1934 to 1949, inclusive. 

It should be mentioned that the Los Angeles 
County Hospital provides clinical teaching facili- 
ties for the medical schools of both the University 
of Southern California and the College of Medical 
Evangelists, and that the records and care are 
representative of that in teaching hospitals. 

Method of study. As many as possible pertinent 
factors which might have some bearing or influence 
on the results obtained from the treatment were 
tabulated from every case record. All abstracting 
was done by one doctor to eliminate variation in 
interpretation. A comprehensive follow-up was 
then instituted to trace the patients to death or 
to the present time. All cases based only on clin- 
ical evidence without histologic proof were elimi- 
nated from the study unless the diagnostic evi- 
dence appeared adequate and the clinical course 
of the patient substantiated the diagnosis of gas- 
tric cancer. 

In consideration of the factors which might 
have been changed by more recent methods of 
treatment, comparison was made between the 
first and second decades of this study. The year 
1940 was selected as dividing the study into even 
decades, but, more important, the year 1940 
marks the period in which the educational cam- 
paign of the various groups interested in the 
problem of cancer began to emphasize the im- 
portance of early diagnosis and treatment. More- 
over, it was about this time that refinements in 
anesthesia, availability of transfusions and new 
drugs, and innovations in preoperative and post- 
operative care became general. The period from 
1940 to 1949 will include nearly all cases treated 
by the newer and more radical methods, such as 
total gastrectomy, cardiectomy, and the various 
transthoracic procedures. 

Distribution of cases. The distribution of cases 
by hospital and decade is given in Table VI. Ac- 
cording to the figures for the year 1949 (other 
years appear comparable), these three hospitals 
had a total of 86,208 admissions, or 24.5 per cent 
of all admissions (351,042) to general hospitals in 
Los Angeles County for that year (2). On the 
assumption that the ratio of the number of pa- 
tients with gastric cancer to the number of ad- 
missions to general hospitals would remain fairly 
constant from year to year (and there is no evi- 
dence to the contrary), the experience of these 
three hospitals should represent a fairly accurate 


cross section of one fourth (25%) of all hospital 
admissions for gastric cancer in Los Angeles 
County for the past 2 decades. Figures on the 
incidence of cancer and on gastric cancer in par- 
ticular are not readily available for limited geo- 
graphic areas; however, statistics in regard to 
death rates have been prepared for Los Angeles 
County for the years 1947 and 1948 (8): 
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1047 ° 3,611,000 38,511 5,924 707 
1948 4,030,526 38,884 5,042 714 
Crude death Coats tae te Cancer deaths, 
rate per 100,000 per 100,000 % of all deaths 
1947 1,067 164.3 15.4 
1948 962 147.3 15.3 
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per 100,000 
1947 19.6 II.9 
1948 57.7 12.0 





The figures for the crude death rate from all 
cancer are higher than those for the United States 
in general, which was reported by the National 
Office of Vital Statistics in 1946 (15) to be only 
128.9, but this may reflect only the effect of an 
older population in the Los Angeles area. The 
same source reported a crude cancer death rate 
for the city of Los Angeles from 1939 to 1940 of 
152.8 per 100,000, which when corrected for dif- 
ferences in the age distribution of the city gave a 
standardized rate of 132.1. The crude death rate 
obtained for cancer of the stomach in Los Angeles 
County corresponds well with the figure of 18.1 
reported for the entire United States and would 
indicate that the incidence of gastric cancer in 
Los Angeles County is essentially identical with 
that of the United States as a whole. The crude 
incidence rate for cancer of the stomach in the 
United States is given by Dorn as being 28 for 
males and 15 for females per 100,000, or an inci- 
dence of nearly 800 cases in 1947 and nearly goo 
cases in 1948 against the 700 additional deaths 
reported for these years. Although there are a 
certain number of cured cases, there is still a dis- 
crepancy in reporting deaths from this disease. 
According to the census figures for Los Angeles 
County of 2,785,643 for 1940 and 4,307,934 for 
1950, there should have been about 7,980 new 
cases of gastric cancer in this county during the 
decade from 1940 to 1949. Fifteen hundred and 














ninety-six patients with gastric neoplasms were 
admitted to the hospitals under discussion in this 
period. These three hospitals represent about one- 
fourth of the admissions (this must be regarded 
as conservative as this type of patient tends to be 
treated in larger hospitals), but less than 6,400 
such cases were treated. This leaves a total of at 
least 1,500 patients, or nearly 20 per cent, who 
were never admitted to any hospital for care and 
who therefore had not the remotest opportunity 
for cure. This then must be regarded as the first 
factor responsible for the low cure rates now re- 
ported. 

The racial distribution of the patients is shown 
in Table I. The difference in ratio between the 
white and nonwhite patients in the two private 
institutions and in the County Hospitai is obvi- 
ously artificial and due to variation in the finan- 
cial status of the groups. The total figures are 
consistent with the racial distribution of the gen- 
eral population. One unexplained deviation was 
discovered: in the entire group of oriental extrac- 
tion there were but 3 of Chinese origin, the re- 
maining 86 being of Japanese descent. This is 
certainly at variance with the population ratio 
and is of particular interest in view of the opinion 
generally held that the incidence of gastric cancer 
is high among the Chinese. 

Sex. The differences in incidence of cancer of 
the stomach by sex are given in Table II. The 
ratios are essentially constant in the three hospi- 
tals and correspond quite closely to the standard- 
ized rate of incidence for the United States given 
by Dorn as 31 for males and 16 for females, and 
the ratio of incidence of 20.5 for males to 10.7 
for females from the State of Connecticut for the 
years 1940 to 1946 (11). 

Age. The distribution of cases by decades with 
subdivisions for treatment (Table III) shows little 
variation between the various hospitals and with 
regard to subdivisions for stages of the disease. 
The large number of patients falling in the inop- 
erable group at the County Hospital will be ex- 
plained in the discussion of factors contributing 
to inoperability. Since the figures were essentially 
identical in the decade prior to 1940 and in the 
subsequent 10 years, they were merged. It was 
noted that although there were 19 patients under 
30 years of age, none were resectable and half 
were inoperable on admission. It should be 
stressed that although the average age for the en- 
tire series was 63.4 years, there were 438 patients, 
or 15.1 per cent of the total, under 50 years. De- 
spite the fact that, normally, younger patients 
would be regarded as better surgical risks, and 
certainly this group would offer the greatest po- 
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TABLE I.—RACE DISTRIBUTION 






























































White | Negro |Oriental} Total 

Hospital A 252 3 2 257 
Hospital B 297 I I 299 
Hospital C 2,004 155 86 2,335 
Total 2,643 159 89 2,891 
Total percentage 91.4 5.5 3.1 100 
Percentage of county popula- 

tion 1950 census 93 5 2 100 

TABLE II.—SEX 
Male Female 

Hospital A 171 86 
Hospital B 190 109 
Hospital C 1,633 702 
Total 1,994 897 
Total percentage 69.0 31.0 











tential salvage due to greater life expectancy and 
earning power were their cancers cured, it was 
possible to do curative resections in only 50 in- 
stances, a resection rate of 11.4 per cent, which 
was statistically the same as the resection rate of 
9.9 per cent in the group over 50 years of age. 


BASIS OF DIAGNOSIS 


A. History. Nearly all patients gave a history 
suggestive of or compatible with gastric carci- 
noma. This was invariably true among the pri- 
vate patients and in the operable group at the 
County Hospital. A total of 37 patients either 
entered this hospital so nearly dead that histories 
could not be obtained, or entered it for other fatal 
diseases (coronary occlusion, fractures, meningitis) 
without gastric symptoms. These diagnoses were 
all proved by subsequent autopsy. 

B. Physical findings. The importance of the 
presence or absence of physical findings pointing 
to a diagnosis of gastric cancer has probably been 
overemphasized in the past. Certainly the ab- 
sence of physical findings means nothing except 
to indicate operability and probable resectability. 
On the other hand, evidence of an abdominal 
mass or enlarged liver may be very misleading, 
and may foster an impression of inoperability 
which will not be verified at autopsy. LaDue et al. 
recently have specifically warned against inter- 
preting an enlarged liver as evidence of metas- 
tases. Frequently patients hospitalized for hema- 
temesis with enlarged livers, with or without 
ascites, and regarded as having advanced gastric 
cancer, have at autopsy proved.to have cirrhosis 
of the liver with bleeding from esophageal varices, 
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TABLE III.—DECADE DISTRIBUTION 
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Palliative operation 
Hospital A 
Hospital B 
Hospital C 
Total 


Curative resection 





Hospital A 4 6 


19 18 10 57 





Hospital B 3 II 


25 30 18 4 or 





Hospital C 3 23 


39 46 33 I 145 





Total 10 40 


83 04 61 5 293 

















Grand total 2 17 99 320 




















606 807 607 241 12 2,801 





In regard to the present study the only conclu- 
sion that could be reached was that unless there 
was some absolute contraindication to surgery, 
i.e., metastatic nodes, the presence or absence of 
physical findings should have little or no value 
in determining operability. 

C. X-ray studies. Studies with roentgen rays 
were available for review in 1,741 cases. Many 
more had roentgenographic examinations else- 
where but unless the findings were appended to 
the hospital record they were not considered. The 
351 patients admitted as moribund (see BASIS OF 
INOPERABILITY) obviously were not suitable for 
x-ray study. 

The x-ray diagnoses recorded by treatment 
groups are given in Table IV. In interpreting 
the findings a reading of either cancer or ulcer 
is regarded as being correct, as it is manifestly 
impossible to expect the roentgenologist to make 
a distinction between the two when it is often 
impossible to differentiate between benign and 
malignant ulcers on gross inspection of the speci- 
men. Under the heading of “other abnormal find- 
ings” are included such reports as “obstruction at 
outlet,” “retention,” “extrinsic lesion,” “abnor- 


mal rugal pattern,” all of which must be regarded 
with a high index of suspicion. The relatively low 
figure for accuracy at the County Hospital is due 
entirely to a large number of false negative re- 
ports prior to the year 1940. In the past decade 
the accuracy at the County Hospital has been on 
a plane with the other hospitals. Therefore a defi- 
nite diagnosis may be expected in go per cent of 
the cases submitted for x-ray examination and an 
additional 5 per cent of cases will show abnormal 
findings requiring repeated examinations or fur- 
ther studies. 

D. Gastroscopy. Gastroscopic examination was 
performed in a total of 198 instances, most of the 
procedures having been done since 1940. It was 
possible for the examiner to make a clinical diag- 
nosis of cancer in 128 instances. Such positive 
diagnoses are helpful but negative or unsatisfac- 
tory reports must be discounted because of the 
inherent difficulties of the procedure and the limi- 
tation of the instruments now available. 

E. Peritoneoscopy. This procedure seems indi- 
cated in cases in which there is a question of 
operability based on the presence of an enlarged 
liver, an abdominal mass, or ascites. The exact 
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TABLE IV.—X-RAY DIAGNOSIS 








Hospital A 
185 cases 


Hospital B 
219 cases 


Hospital C 
1387 cases 





Other 
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Inoperable 2 


I | 43 





Laparotomy only 2 


I | 7 





Palliative operation 


5 | 3r 





Curative resection 9 


6 10 

















Total 13 


























13 | or 





Accurate percentage 95.0 


90.0 








Percentage of abnormal 
readings 





97-7 


96.0 


QI.2 





number of peritoneoscopies was not recorded, but 
in gt instances positive biopsies were obtained 
through the peritoneoscope establishing histologi- 
cally proved diagnoses. In 64 cases the location 
of the biopsy site, i.e., liver or peritoneum, was 
such as to establish definitely the futility of surgi- 
cal intervention. In many other cases, even 
though positive biopsies were not obtained, the 
visual evidence obtained was sufficient to label 
the case as one for palliation only. 

F. Cytological techniques. The ascitic fluid, gas- 
tric contents, and pleural effusions were variously 
examined on numerous occasions during the pe- 
riod of this study. Thirty-two positive diagnoses 
were established in this way. It is of interest that 
some of these diagnoses based on the gastric con- 
tent were made 20 years ago, long before the 
present popularity of this method. 

G. Gastric analysis. The evidence obtained by 
gastric analysis can scarcely be regarded as having 
any value in the diagnosis of cancer of the stom- 
ach. The results obtained in 697 patients are 
given in Table V. It will be noted that the scat- 
tering of the values obtained for free hydrochloric 
acid is about the same for each clinical group 
without significant change with increase in extent 
of the disease. Similar distribution would doubt- 


less be obtained in a collection of benign gastric 
ulcers. As has been previously reported by Guiss 
and Stewart, there was no consistent variation 
with size or location of the lesion. The free hy- 
drochloric acid levels obtained by fractional gas- 
tric analysis merely reflect quantitatively the 
number of functional parietal cells present in the 
uninvolved gastric mucosa, and must be regarded 
as a measure of the degree and extent of atrophic 
gastritis present. Neither benignancy nor malig- 
nancy have any relationship to the presence or ab- 
sence of free hydrochloric acid in gastric secretion. 


OPERABILITY 


Operability is the prime requisite for cure of 
gastric cancer and it is this first hurdle that prob- 
ably at least half of the patients fail to pass. The 
operability rate for any particular hospital is 
probably the most reliable index of the type of 
material admitted or the extent to which the dis- 
ease has progressed in the average patient when 
he applies for care. This statement is based on 
the assumption that every case will be carefully 
evaluated and that an honest effort will be made 
to explore every potentially operable patient. The 
addition of the procedures of cardiectomy and 
total gastrectomy, and the transthoracic approach 


TABLE V.—GASTRIC ACIDITY 








Hospital A 


Hospital B 


Hospital C 





I-20° 





Inoperable 


33 





Laparotomy only 


14 





Palliative operation 


17 





Curative resection 


19 
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83 
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TABLE VI.—OPERABILITY FOR GASTRIC CANCER 





TABLE VII.—BASIS OF INOPERABILITY 

































































1930-39 1940-49 Total 

Hospital A 

Admitted 89 168 257 

Operated 61 118 179 

Operability rate in per cent 68.5 70.3 69.7 
Hospital B 

Admitted 120 179 290 

Operated 87 138 225 

Operability rate in per cent 72.5 77.1 715.4 
Hospital C 

Admitted 1,086 1,249 2,335 

Operated 352 398 75° 

Operability rate in per cent 32.4 31.9 32.2 
Total 

Admitted 1,205 1,596 2,801 

Operated 500 654 1,154 

Operability rate in per cent 38.6 41.0 39.9 





have increased the scope of both operability and 
resectability, and it is hoped that this will be re- 
flected in increased survival rates. Most series 
from large clinics and university hospitals will 
report operability rates from 60 to 80 per cent, 
but these high figures reflect the screening and 
selection of patients suitable for surgery by the 
intervening referring physician and clinics. The 
obviously inoperable patient is rarely admitted 
to such institutions, and thus the operability rates 
will be abnormally high and will not reflect a fair 
picture of the population as a whole. 

The division on the basis of operability of the 
cases in this survey is given in Table VI. The 
consistently high operability rates, around 70 per 
cent for the private hospitals, compare well with 
other reported series. The gain seen in operability 
for patients in the second decade of the study 
probably reflects an increased inclination to do 
exploratory laparotomy to determine nonresect- 
ability rather than accept clinical impressions. 
However, this is in sharp contrast with the figures, 
around 30 per cent, for the County Hospital. 
When the series are merged, the over-all operabil- 
ity rate becomes about 4o per cent, and it must 
be concluded that 60 per cent of all patients with 
gastric cancer are suffering from an advanced in- 
operable stage of the disease when admitted to a 
hospital unless some error in assessing operability 
at the County Hospital can be discovered. 

Accordingly, it becomes important to investi- 
gate the criteria for inoperability carefully and see 
if they are valid. This information is recorded in 















































ney on Hingghtat as ams Total 
Advanced age 10 6 107 123 
Poor condition 15 6 493 514 
Intercurrent disease I 2 04 97 
Moribund 12 13 326 351 
Surgery refused II 15 181 207 
Consultation “inoperable” 4 7 160 171 
Metastases evident 10 5 176 19 
Transferred to another hospital 2 I 31 34 
Undetermined 13 19 17 49 
Total 78 74 1,585 | 1,737 
Died in hospital 30 29 1,027 1,086 





Table VII. Often two or even three of the factors 
were associated with an individual case but only 
the one regarded as most important was noted. 
The figures for the private hospitals are common 
and need no discussion. Those for the County 
Hospital deserve justification. No patient under 
the age of 80 years was placed in the inoperable 
category because of advanced age. Most of 
those over 80 who were placed in the inoperable 
category had, in addition, other sufficient reasons 
contraindicating surgery. The group of 493 pa- 
tients deemed inoperable because of “poor condi- 
tion” was the largest and was a heterogenous 
collection. Most of these patients had suffered 
such nutritional and physical deterioration from 
their disease that they could not be expected to 
withstand any surgical procedure. Included were 
26 cases of perforation with peritonitis and 55 
with gross hemorrhage as their major presenting 
symptom. If the patients lived 6 days or less after 
admission they were arbitrarily placed in the 
moribund group; if they lived longer, they were 
included in the “poor condition” designation. 
Further indication of the advanced stage of their 
disease was the fact that of the entire group of 
1,585 unoperated patients, 1,027 (or 2 of 3) died 
in the hospital at the time of their first admission, 
and, on exclusion of the 212 who either refused 
surgery or were transferred to other hospitals, the 
figure is increased to 75 per cent. Under “‘inter- 
current disease” are included those patients who 
died of other causes with the incidental discovery 
of gastric cancer at autopsy, and those with known 
gastric cancer who after careful medical work up 
were considered unable to withstand exploration 
because of such conditions as congestive heart 
failure, advanced pulmonary tuberculosis, and 
acute coronary occlusion. As previously indicated, 




















all patients who died 6 days or less after admission 
were arbitrarily classified as “moribund.” Actu- 
ally, most of these died within 24 hours of admis- 
sion. The group of 181 who refused surgery per- 
haps should not be classified as inoperable, but as 
far aS § year cures are concerned they must be 
regarded as such even though the basis of inoper- 
ability was not a physical consideration. Under 
the heading “‘inoperable because of consultation” 
were placed those for which exploration had been 
seriously considered but who, after further diag- 
nostic procedures and interdepartmental consul- 
tation, had had definitely written on the consulta- 
tion sheet “regarded inoperable” over the con- 
sultant’s signature. 

The 176 specified as inoperable because of the 
presence of metastases either had x-ray evidence 
of pulmonary involvement or biopsied accessible 
nodules, or had had an intraperitoneal examina- 
tion by peritoneoscope. All patients previously 
explored elsewhere with positive diagnoses and 
admitted later to the County Hospital for termi- 
nal care were also included. Thirty-one patients 
were transferred to other hospitals for further 
care, most of them going to Veterans’ Facilities. 
The final small group of 17 who were not operated 
upon for “undetermined” reasons consisted largely 
of patients who were admitted for short periods 
and who left the hospital usually signing releases 
but without definite evidence of inoperability ap- 
pearing on the charts. Careful review of this 
record of “basis for inoperability” fails to suggest 
any way in which it might be improved materially 
and the over-all operability rate for the general 
population with gastric cancer on admission to a 
hospital would seem to rest at 4o per cent, al- 
though private hospitals in the same area may be 
expected to have rates around 70 per cent. 


NONRESECTABILITY 


The distribution of the patients explored only 
and those undergoing palliative procedures is 
given in Table VIII together with the reasons 
which contraindicated a curative resection. It will 
be noted that “‘extent of the local disease” was the 
prime deterring factor (99%) in those who had 
only an exploration. It is likely that some of these 
which were regarded as nonresectable before 1940 
would have been amenable to cardiectomy or total 
gastrectomy. However, the presence of liver me- 
tastases in 189 (48.2%) and the location of metas- 
tases beyond the scope of resection in 277 (70.7%) 
would have made the possibility of an appreciable 
increase in salvage seem slight. 

A total of 466 patients underwent some type 
of palliative surgical procedure. In this group 
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TABLE VIII.—BASIS FOR NONRESECTABILITY 
Total | Extent | Liver | Other 
number} local | metas- | metas- 
cases | disease | tases tases 
Hospital A 
Exploratory only 74 73 32 38 
Palliative operation 48 42 ts 25 
Hospital B 
Exploratory only 82 80 39 41 
Palliative operation 49 34 1 32 
Hospital C 
Exploratory only 236 235 118 198 
Palliative operation 369 284 105 192 
Total 
Exploratory only 392 388 189 277 
Palliative operation 466 360 127 240 

















were included those who underwent gastric re- 
sections both partial and complete, definitely 
stated to be palliative in intent at the time of sur- 
gery. Although the figures may not be significant, 
there appears to be less tendency to do palliative 
work in the past 10 years, unless actual gastric 
resection may be done. Despite the increase in the 
number of cases seen since 1940, with an increase 
from 500 to 654 in operable cases, there was an 
actual decline in the number of palliative pro- 
cedures done (Table XI). This reduction is ap- 
parently due to the fewer gastroenterostomies 
being done (go before 1940, 59 since) and is in 
line with the increasingly general attitude that 
the palliation offered by such a procedure is un- 
satisfactory. The palliative total gastrectomies 
and the cardiectomies were all products of the 
last decade. It should be noted that 152 oper- 
ations (32.6%) were some type of gastric resec- 
tion. 

It is difficult if not impossible to assess the 
operative mortality of those undergoing only an 
exploratory laparotomy. Many of these oper- 
ations are done on patients who would be ex- 
pected to die within 1 or 2 weeks if left undis- 
turbed. It is neither fair nor accurate to attrib- 
ute all deaths occurring in the hospital within 
a postoperative period of 1 month to the oper- 
ative procedure. Many if not most of them are 
merely the natural result of the disease. This 
same attitude should apply equally to palliative 
procedures if gastric resections for palliation are 
excluded. When such gastric resections are done 
the operative mortality must be regarded in the 
same light as that of gastric resections for cure. 

A comparison of the deaths following explora- 
tory laparotomy and after palliative surgery, ex- 
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TABLE IX.—DEATHS FOLLOWING NONRESECTIVE SURGERY 





























Laparotomy only Palliative operation excluding resection 

Number | Died Re ee ‘who died’ | Number | Died ee hy ae 

of in Per cent linea thay in less of in Per cent lice than in less 
patients hosp. Tenth ; _, patients hosp. month : pol 

Hospital A 74 24 32.4 23 95.8 36 15 41.6 13 86.6 
Hospital B 82 to 12.4 7 70.0 44 12 27.2 10 83.3 
Hospital C—1930-39 99 68 68.6 56 82.4 135 108 80.1 95 87.9 
1940-49 137 51 37.2 32 62.7 99 58 58.6 48 82.8 
Total 236 119 50.4 88 73-9 234 166 70.9 143 86.1 
Total 392 153 39.0 118 77.2 314 193 61.4 166 85.9 



































cluding gastric resection, is presented in Table 
IX. It will be noted that about 40 per cent of 
the patients explored will die in the hospital 
and that 77 per cent of these will be dead in less 
than 1 month. Just how much the death rate 
has been accelerated by the procedure of lapa- 
rotomy alone is difficult to ascertain but prob- 
ably the increase is not great. The higher rates 
for death in the County Hospital are probably 
explained by the fact that the patients have no 
funds or facilities to care for themselves outside 
of the hospital and must therefore remain until 
they die. It will also be seen from Table IX 
that when some palliative procedure other than 
gastric resection is performed, the percentage of 
patients who die in the hospital is not only ma- 
terially increased in every instance but there is 
also a higher ratio of those who die in less than 
a month. When one considers that the group 
treated by palliative operation was almost surely 
in better condition originally than those not so 
treated, it seems necessary to conclude that not 
only does such palliative surgery definitely ac- 
celerate the death rate but it completely fails 
in its intent, i.e., palliation, unless euthanasia 
may be regarded in this light. 

A summary of the immediate postoperative 
course of those undergoing a palliative gas- 
trectomy is presented in Table X. Of the pa- 
tients undergoing palliative surgery, 1 in 3 had 
a resection. An increased tendency toward such 
resections is indicated by the change in the fig- 
ures at the County Hospital, 32.5 per cent be- 
fore 1940 and 41.4 per cent since. The number 
involved at the private hospitals is small and 
comparison would not be statistically significant. 
Attention should be focused on the fact that al- 
though the over-all operative mortality (death 
in the hospital from any cause in less than 1 
month after operation) for subtotal gastrecto- 





mies is 46.6 per cent, it has dropped to 27 per 
cent at the County Hospital in the last 10 years. 
This reduction in operative mortality from a 
figure of 67 per cent prior to 1940 to its present 
level is due to improvements in preoperative 
and postoperative care and reflects the contin- 
uous trend over the country to lowered mortality 
rates. It is this constant diminution in post- 
operative deaths plus the improved palliation 
offered that is popularizing the procedure of 
palliative resection. 

A comparison of the mortality rates for sub- 
total procedures shown in Table X with those 
in the hospital following exploration only (Table 
IX) reveals that these figures are similar, the 
inference being that performance of a subtotal 
gastrectomy in an incurable patient does not 
significantly diminish his chances of leaving the 
hospital alive, yet it offers real palliation. The 
same cannot be said for other palliative pro- 
cedures. 

The procedures of palliative cardiectomy and 
total gastrectomy have carried a rather high 
mortality and it seems that they would seldom 
be appropriate for affording palliation unless 
this operative mortality could be significantly 
lowered. 

It is difficult to gauge the effectiveness of pal- 
liation among operative survivors. In addition 
to mere length of life there are other considera- 
tions such as comfort and the ability to return 
to normal existence. It is not possible to assess 
the latter on a quantitative basis although it is 
generally thought that a return to normal life 
more often follows resection. Evaluation of lon- 
gevity is more simple. Among patients operated 
upon after 1940, those having palliative opera- 
tions other than resection lived an average of 
5.8 months after the date of surgery, while the 
resected group had an average life span of 15.0 
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TABLE X.—PALLIATIVE GASTRIC RESECTIONS 
























































Hospital C 
Hospital A Hospital B Total 
1930-39 1940-49 Total 

Palliative operations 48 49 200 169 369 466 

Resections 12 65 70 135 152 
Percentage of palliative procedures 25.0 10. 32.5 41.4 36.6 32.6 

Subtotal resections 8 61 59 120 133 

Deaths 3 41 16 57 62 
Mortality rate in per cent 37-5 40.0 67.2 27.1 47-5 46.6 

Cardiectomy 3 I 6 7 10 

Deaths ° I 4 5 5 
Mortality rate in per cent 0.0 100.0 66.6 71.4 50.0 

Total gastrectomy I 3 5 8 9 

Deaths ° 2 4 6 6 
Mortality rate in per cent 0.0 66.6 80.0 75.0 66.6 

Total deaths 3 44 24 68 73 
Mortality rate in per cent 25.0 40.0 67.7 34.3 50.4 48.0 

















months. This increase in the palliation offered 
to survivors of resection and the lower operative 
mortality for this group would suggest that gas- 
tric resection is the palliative procedure of choice 
and that when technically practical it should not 
be withheld on the basis of incurability of the 
patient’s disease. 


GASTRIC RESECTION FOR CURE 


The final requisite for cure in gastric cancer 
is that the disease be so located and limited in 
its extent at operation that the surgeon is tech- 
nically able (and capable) to encompass all the 
neoplastic tissue during the procedure of resec- 
tion. If this is not possible, the operation is, 
from the onset, only palliative in its objective 
and the possibility of cure is nonexistent. Un- 
fortunately, the exact extent of the disease is 
rarely apparent at exploration, and microscopic 
extensions and metastases which preclude the 
possibility of cure are often present at the time 
of the procedure. With the increasing accept- 
ance of palliative resection as good management, 
the surgeon is not so often faced with the de- 
cision as to whether or not to resect but is con- 
fronted with the responsibility of ever increasing 
the scope of the operation so that the entire 
neoplastic process may be excised and a cure 
obtained. This philosophy has resulted in more 
extensive removal of the regional nodes and 
omental tissue. With the advent of various re- 
finements in anesthesia, transfusions, antibiotic 
therapy, and new operative approaches, more 





radical resections are being done. The pro- 
cedures of cardiectomy and total gastrectomy 
have permitted the surgical removal of lesions 
previously regarded as inoperable because of 
their location. It is now technically possible to 
do a “near-evisceration” of the contents of the 
upper abdomen and have the patients survive. 
Whether or not such heroic methods will con- 
tribute to an improved cure rate remains to be 
seen. There can be no question as to the in- 
creased operative mortality and postoperative 
morbidity resulting from such mutilating sur- 
gery and unless these very evident deterrents 
are counterbalanced by an appreciable increase 
in salvage, they might better be placed in the 
category of surgical curiosities. 

Within the last few years there has been noted 
an increasing awareness of the inadequacy of 
subtotal gastrectomy for a number of reasons. 
First, the gross extent of the lesion is not reliably 
indicative of the actual extension of the disease, 
and recent reports (5, 22) have stressed the pos- 
sibility of wide intramural and submucosal per- 
meation that often passes beyond the limits of 
the resection. This is corroborated by the fre- 
quency of local recurrence in the line of anasto- 
mosis. Berne and Freedman, studying autopsy 
material from survivors of gastric resection, found 
recurrent or residual disease in the gastric stump 
in 78.6 per cent and in the duodenum in 10.7 per 
cent of their cases. The second point is that the 
lymph drainage from the greater part of the 
fundus is into the nodes about the branches of 
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TABLE XI.—CURATIVE RESECTION DATA 








Hospital A 


Hospital B Hospital C Total 





1930-39) 1940-49 


1930-39] 1940-49 


1930-39|1040-49| Total |1930-39]1940-49 





Total cases j 89 168 120 





179 1,086 | 1,249 | 2,335 | 1,295 | 1,506 





Total operable ai 6x 118 


138 352 398 750 500 654 





Exploration only 23 51 





46 99 137 236 161 234 





Palliative surgery 16 32 


26 200 169 369 239 





Operated cases resected for “‘cure”’ 22 35 


66 53 92 145 100 





Over-all resectability rate in per cent 24. 


4-9 7-4 6.2 7-7 





Resectability rate of operated cases 
in per cent 36. 





Resection deaths 5 





Resection mortality in per cent 22. 

















Resection survivors 17 
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the celiac axis, and these nodes cannot be ade- 
quately removed unless the entire stomach is 
included. These two considerations are impor- 
tant and are the two best arguments for routine 
total gastrectomy for cancer of the stomach (1, 
10, 17, 19). Again, there would be a higher 
operative mortality and postoperative morbid- 
ity, but there might well be a significant in- 
crease in over-all salvage that would make it 
worth while. This statement is based on the as- 
sumption that the surgeon is capable of doing a 
total gastrectomy with a mortality rate essen- 
tially the same as for subtotal procedures, but 
unless this is true, it is difficult to advocate rou- 
tine total gastrectomy. The general population 
may well best be served by the retention of sub- 
total gastrectomy as a therapeutic weapon in 
the treatment of cancer of the stomach. 

The data on resectability (palliative proce- 
dures excluded) are presented in Table XI. 
Whereas the over-all resectability rate in the 
private hospitals is about 25 per cent, it drops 
to 6 per cent at the County Hospital. The 
reasons for this disparity have already been dis- 
cussed. It is more frequently the practice to 
base resectability rates on operable cases, there- 
by at least partially eliminating those factors 
which contribute specifically to inoperability in 
the low income classes. When the resection rate 
is based on those coming to surgery, the figures 
are more comparable, being about 35 per cent 
for private patients and 20 per cent for charity. 
There was a consistent rise of about 50 per cent 
in the second decade of the study, both in the 
over-all resectability rate (7.7% to 12.8%) and 
in the corrected resectability rate (20.0% to 
29.5%). At first glance this might be inter- 


preted as indicating that more patients with ear- 
lier and more favorable lesions were being seen. 
That this is probably not true is indicated by 
the fact that there has been no corresponding 
improvement in the operability rates. In fact, 
the operability rates given in Table VI are re- 
markable only for their constancy over the 20 
year period for each institution. Since the in- 
creased scope of resection cannot account for 
but a fraction of this improvement it suggests 
that there are more adequately trained surgeons 
with a more aggressive attitude toward the dis- 
ease and that if a patient goes to surgery he 
has a better chance of having a curative resec- 
tion. 

The frequencies of the various types of resec- 
tions are given in Table XII. There was a total 
of 293 curative procedures of which 223 (76.1%) 
were the more conventional subtotal gastrecto- 
mies. There were 14 resections of the Billroth 
types, 3 sleeve resections of the fundus,1 polyp- 
ectomy, and 1 local excision. There were 29 
total gastrectomies and 13 cardiectomies. This 
total of 42 represents the newer procedures, 38 
of them being done in the last 10 years of the 
study. In this same period of time there was a 
total of 193 resections. The total gastrectomies 
and cardiectomies therefore comprise 19.7 per 
cent of the curative resections for this period 
and this figure is the index of increased resecta- 
bility due to the addition of these 2 procedures 
per se to the surgeon’s armamentarium. 

The resection mortality is also shown in Table 
XI. There was a significant lowering of the op- 
erative mortality, defined as death from any 
cause in the hospital in less than 1 month after 
surgery, in each hospital in the second 10 year 
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TABLE XII.—OPERATIVE MORTALITY BY TYPE OF RESECTION 








Hospital 


a|[s|c 


Total A | B 


| 





Before 1940 


After 1940 





Type Resection 





Subtotal gastrectomy 





Operative deaths 





Mortality rate in per cent 





Total gastrectomy 





Operative deaths 





Mortality rate in per cent 





Cardiectomy 





Operative deaths 





Mortality rate in per cent 





Total series 





Operative deaths 





Mortality rate in per cent 
































period. The most striking change was at the 
County Hospital where the mortality rate was 
cut to a third (21.8%) of its previous high level 
(04%). a 

Despite the addition of the figures for total 
gastrectomy and transthoracic procedures with 
their higher mortality rate, the over-all mor- 
tality rate in all the hospitals was cut in half 
(from 46.0% to 21.2%) and was statistically 
the same in the three institutions, at about 20 
per cent. This is identical with the figure re- 
cently published in a report on resections from 
1939 to 1948 in San Francisco (21). When the 
figures are broken down by type of procedure 
(Table XII) it is seen that subtotal gastrectomy 
carried a mortality of less than 20 per cent dur- 
ing the last decade of the study, whereas the 
more radical types of surgery were averaging 
about 35 per cent. The marked drop in oper- 
ative mortality at the County Hospital becomes 
even more apparent when only subtotal proce- 
dures are considered. 

That further reduction may be expected is in- 
dicated by the fact that the private hospitals 
did a total of 51 resections in the 5 year period 
from 1945 to 1949 with a mortality rate of but 
13.7 per cent and that for 28 resections done in 
the 2 last years, from 1948 to 1949, there was 
but 1 death, or a mortality rate of only 3.5 per 
cent. This lone death in the last 2 years occurred 
In a patient 82 years old at the time of resection. 
This progressive decrease has not been observed 
at the County Hospital where it has leveled off 
at about 20 per cent. 


PATHOLOGY 


Pathological reports were available for review 
in a total of 1,334 cases and the various types of 
tumors encountered were tabulated. There were 
but 31 cases of sarcoma, an incidence of 2.3 per 
cent. Of these sarcomas 18, or 58 per cent, be- 
longed to the lymphoblastoma group. The vast 
majority (97.7%) were adenocarcinomas of vary- 
ing grades and gross characteristics. Because the 
grading and gross description would vary great- 
ly in the hands of so many pathologists, no 
analysis has been attempted. It is of interest 
that the term linitis plastica was applied to only 
23 specimens (1.7%), which indicates the true 
rarity of this peculiar type of carcinoma of the 
stomach. 

In only 3 cases was there mention of extensive 
squamous metaplasia in the adenocarcinoma and 
in no instance was a primary squamous car- 
cinoma reported. Those encountered in the 
study secondarily involved the stomach from a 
primary lesion in the lower esophagus and were 
excluded from the series. Multiple independent 
carcinomas were reported in 16 specimens. This 
finding points to the need for meticulous exam- 
ination of the stomach before resection is begun 
and further suggests that many lesions regarded 
as recurrent following resection may really be 
entirely new carcinomas. This fact, plus 3 cases 
coming to autopsy with true recurrences limited 
to the line of anastomosis and still curable by 
resection, makes it incumbent to consider re- 
exploration in every such case if the maximum 
salvage is to be achieved (14). Inasmuch as 
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TABLE XIII.—BASIS FOR NOT OPERATING 
ON “CURABLE” PATIENTS 
Moribund On QGMISHON . ....0.6.60 50000800008 000% "29 


Perforation with generalized peritonitis......... 6 
Death from independent cause; cancer of stom- 


ach incidental finding at autopsy............ 24 
ee ea a ren NE A Pe 4 
Previous resection and known to have recurrent 

Se eee eee Se eee 3 
Inoperable because of repeated hemorrhages. .. . 2 
Inoperable following consultation.............. 2 

70 


only 3 instances of carcinomas associated with 
benign polyps were noted, it seems probable that 
these were often not mentioned in the gross de- 
scriptions through oversight. 

It has been previously stated (16) that 20 per 
cent or more of all patients with gastric cancer 
who are not operated on and will come to autop- 
sy would have been found to be technically op- 
erable and curable at the time of death. In 
other words, the disease in these cases is limited 
to the stomach and the immediately adjacent 
lymph nodes which can be removed by gastric 
resection. The implication has been in these in- 
stances that there has been neglect on the part 
of the clinician in withholding surgery. This is 
an important point in that the eventual salvage 
rate in gastric cancer would be materially im- 
proved were this large group of curable patients 
added to those currently being. resected, many 
of whom are incurable at the time of surgery. 
The cases from the private hospitals were ex- 
cluded from this study as being selected and too 
small in number. There were 434 autopsies on 
patients not operated on for gastric cancer at 
the County Hospital during the 20 year period. 
Examination of the autopsy records shows that 
of these, 70, or 16.1 per cent, had carcinoma 
localized within the stomach or confined to the 
immediately adjacent lymph nodes, i.e., they 
were “curable” from the view of both the sur- 
geon and the pathologist. These 70 “curable” 
patients, had they been operated on, would have 
augmented the number resected at the County 
Hospital in this period (145) by one-half and 
would have increased the cure rate by many 
times. It becomes imperative that the clinical 
records of this group be reviewed to see how this 
situation might be remedied. 

The reasons for not submitting these patients 
to surgery are summarized in Table XIII. The 
first 4 categories are self-explanatory and re- 
quire no discussion. There were 3 patients with 
previous surgery who were thought to have re- 
current inoperable disease. All 3 had recurrences 
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in the anastomosis only and were technically op- 
erable. One died the same day of admission, 1 
lived g days, and the third could have been and 
probably should have been resected. Two pa- 
tients with repeated gastric hemorrhages suc- 
cumbed in 1o and 20 days, respectively. They 
were never regarded as being in good enough 
condition to explore. The remaining 2 patients, 
because of emaciation, anemia, and poor gen- 
eral condition, were declared to be “inoperable” 
after consultation. One was senile and prob- 
ably unable to withstand surgery. The other 
lived 59 days and it should have been possible 
to get him into condition for surgery. On review 
then, only 1 or perhaps 2 of this group of cate- 
gorically operable and curable patients from the 
standpoint of their pathology might have been 
submitted to surgery and might have survived 
and become cured. The true status of these pa- 
tients is seldom explained and the unqualified 
statement that ‘20% of all unoperated patients 
with gastric cancer coming to autopsy are still 
in a curable stage of their disease” is misleading. 


ACUTE PERFORATION 


Acute perforation with outpouring of the con- 
tents of the stomach into the free peritoneal 
cavity is generally regarded as a relatively rare 
incident in the natural history of gastric cancer. 
Figures of around 5 per cent have been cited 
(13) and generally accepted as accurate. 

In this review the frequency of such an event 
was similar. There were a total of 108 cases of 
acute perforation, an incidence of only 3 per cent 
for the entire series. One might expect that this 
occurrence would be preponderantly in the char- 
ity group, but the incidence of 2.5 per cent for 
private patients versus 4.0 per cent for indigents 
would be regarded as of doubtful statistical sig- 
nificance. That an unfavorable outcome usual- 
ly ensues unless there is surgical intervention is 
indicated by the 92.8 per cent fatality rate for 
those not operated upon. Mere exploration and 
drainage does not greatly influence the end re- 
sults (78.2% mortality), although closure of the 
ulcer and other palliative maneuvers give some 
additional improvement (68% mortality). The 
mere presence of perforation should not be re- 
garded as a contraindication for curative resec- 
tion because when this was done the operative 
mortality was no higher than when it was done 
as an elective procedure (25%). 


END RESULTS 


Inasmuch as a patient does not have a chance 
to be saved unless he survives a curative resec- 
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tion, it has become the custom in the gastric 
literature to report the end results in terms of 
“resection survivors.” Of the 206 resection sur- 
vivors in this study, only 133 were operated 
upon more than 5 years ago so that the 5 year 
figures will be based on this number. The tabu- 
lation of the end results is given in Table XIV. 
The indeterminate group includes those patients 
(10) who died of intercurrent disease in less than 
5 years who had no evidence of carcinoma at 
the time of death, and those who were lost (4) 
and had no evidence of cancer when last seen. 
Only 5 cases of the 293 cases resected were lost, 
giving an effective follow-up of 98 per cent. 
This indeterminate group is excluded from the 
calculation of successful results even though there 
is no evidence of recurrent cancer in their rec- 
ords. The total determinate group on which the 
success rate is to be figured then consists of 119 
patients. In the failure group are placed: (a) 
all patients dying of their carcinomas, (b) those 
dying of other disease but with cancer present, 
(c) those alive more than 5 years but with re- 
current cancer, and (d) those who were alive 
and free of disease on their fifth anniversary but 
who subsequently developed recurrence and died. 
The American College of Surgeons Committee 
on End Results recommends that the evaluation 
of end results should be determined on the fifth 
anniversary of the operation; therefore, if this 
policy is followed it would exclude 7 cases from 
the failure group and place them in the success 
group. Under successful results are classified 
all patients alive and well for more than 5 years 
and those surviving over 5 years and dying of 
other diseases with no cancer present. If the 
plan of the American College of Surgeons is fol- 
lowed, then 7 additional patients would be re- 
garded as presenting successful results, i.e., those 
dying of their disease at 5, 6, 6, 8, 9, 9, and 10 
years, respectively. The figures for the three 
hospitals are again in close relationship, and to 
exclude variations possibly due to small num- 
bers it seems best to consider them together. Of 
the determinate group of patients 27.7 per cent 
lived 5 years or more without recurrence of their 
cancers, and if the more liberal view of success 
is taken, 1 of 3 (33.6%) may be expected to be 
alive and free of carcinoma at the end of 5 years. 
These figures compare very favorably with other 
published series, being decidedly higher than 
many, and constitute incontrovertible proof that 
gastric carcinoma can be and is being cured. It 
may be argued that the group of patients who 
were without disease for 5 years (40) is a small 
number, but their lives seem very important to 


TABLE XIV.—5 YEAR SURVIVAL RATE 
(Based on Resection Survivors) 






























































aay va a. oe — Tv, 
‘otal 
Resection survivors 28 44 61 133 
Indeterminate cases. | 1 coronary] 2 stroke, | 7 coronary, 10 
Died of intercurrent volvulus | stroke, 
disease in less than sudden, 
5 years arterio- 
No cancer present sclerosis, 
syphilis 
Lost, no cancer when 
last seen ° I 3 4 
Total indeterminate I 3 10 14 
Total determinate 27 41 51 119 
Failures 
Died of cancer in 
less than 5 years 20 23 34 17 
Died of intercurrent 
disease, cancer 
present I I 2 
Free of cancer 5 
years, subsequently 3 (5,8,9 yr)| 4 (6,6,9,10 7 
died of cancer yr) 
Total failures 20 27(ACS | 39(ACS | 86 (ACS 
24) 35) 79) 
Successes 
Alive, free of cancer | 7 (5,7,8, | 9 (5,6,7,7, | 7 (55,557, 23 
10,11,12,| 8,8,0,9 11,13,16 
14 yrs.) | 13 yrs. yrs.) 
Lived over 5 years, 5(7,7,7,11,| 5 (5,6,6,r1, 10 
ied of intercurrent 13 yrs. 12 yrs. 
disease, free of cancer stroke, hernia, 
senility, strokes, 
suicide) heart 
disease, 
senility) 
Total successes 7 14 (ACS | 12 (ACS | 33 (ACS 
17) 16) 40) 
5 Year “cure rate” in 
per cent 25.9 34.2 23.5 27.7 
5 Year “survival rate” 
in per cent 25.9 41.5 31.4 33.6 





them and they do not care how many have died 
as long as they themselves are well. It should 
not be forgotten that many who failed to pass 
the 5 year mark had several years of useful and 
comfortable life and, of those 73 resection sur- 
vivors who have not yet reached their fifth an- 
niversary, half (36) are still alive and free of 
disease. The important point is that the sur- 
geon will cure about 30 per cent of all those pa- 
tients who survive gastrectomy. With the fac- 
tor of operative mortality diminishing progres- 
sively to its present low level, it seems safe to 
say that at least 25 per cent of all the patients 
on whom the surgeon is able to do a curative 
operation will survive the 5 year period. This 
is an encouraging figure but is based on the ab- 
solute prerequisite that the patient be placed in 
the surgeon’s hands while his disease is still in 
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TABLE XV.—CRUDE 5 YEAR SURVIVAL 
RATES FOR GASTRIC CANCER 








Hospital Hospital Hospital 





Admissions for gastric cancer 257 290 2,335 


5 Year “cures” 7 14 12 33 








5 Year “‘cure rate” in per cent 2.7 4-7 0.5 2 





5 Year “‘survivals” (A.C.S.) 7 17 16 40 





s Year “survival” rate (A.C.S.) 
in per cent 2.7 5.7 0.7 ae 

















a localized stage. It is doubtful if further im- 
provements in surgical technique and a lowered 
mortality will permit any significant improve- 
ment in the given figures unless earlier lesions 
are encountered more frequently. 


FACTORS BEARING ON CURABILITY 


In an effort to ascertain just what factors con- 
tribute toward a 5 year cure, the records of the 
patients who survived this period were reviewed. 
Age seemed to have no influence on the outcome, 
the youngest patient being 38 and the oldest 80 
at the time of resection. One significant fact was 
that not a single 5 year result was achieved by 
any procedure more extensive than a subtotal 
gastrectomy. It is perhaps too early to evaluate 
the salvage from total and transthoracic proce- 
dures. The size of the lesion apparently had no 
bearing on a favorable outcome, the range being 
from 1 to 9 centimeters in diameter with 20 of 
the lesions measuring 4 or more centimeters. 
The absence of nodal metastases seemed most 
important. In 18 instances the nodes definitely 
gave negative findings; in 14 there was no men- 
tion of positive findings, so that they may be 
assumed to have been negative; in only 7 speci- 
mens did the nodes present positive findings. 
Therefore, about 82 per cent of the patients who 
were to survive for 5 or more years did not re- 
veal nodal metastases at the time of resection. 
Twenty-seven of the lesions were stated to be 
located in the pyloric portion of the stomach, as 
might be expected since subtotal gastrectomy 
was sufficient to effect a cure in every case. 
This suggests that it is the stage and location of 
the disease at the time of resection which pre- 
determines whether or not a cure will result, 
rather than the especial skill and ability of the 
operating surgeon to perform unusually radical 
procedures. This is not meant in any way to 
detract from the possible merits of total gas- 
trectomy in avoiding local recurrences and af- 
fording better accessibility for removal of the 
higher nodes. The value of such a maneuver in 
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effectively increasing the 5 year salvage is not 
yet apparent. 

When the crude survival rate for the entire 
study is calculated, including all cases admitted, 
the rates are discouraging (Table XV). While 
there is an over-all 5 year survival rate of 4.3 
per cent for private hospitals, this applies to a 
selected group, and when it is considered with 
the County Hospital figures, the 5 year survival 
rate for the general population drops to 1.4 per 
cent and the cure rate to 1.1 per cent. This is 
in sharp contrast to the figure around 30 per 
cent for resection survivors or 25 per cent for all 
gastrectomies, and is much lower than other 
survival rates published because they were based 
on specific institutions with high resection rates 
and were not applicable to general population 
groups. There is every reason to believe that 
this low cure rate of 1.1 per cent is valid for the 
population of this County and probably equally 
valid for any comparable segment of the United 
States. On the basis of the census report for Los 
Angeles County of 4,307,934 for 1950 and the 
incidence rates presented earlier, there will be 
about 968 new cases of gastric cancer this year. 
With the cure rate of 1.1 per cent obtained in 
this survey, only about 10 of the patients may 
be expected to be cured whereas if this same 
group could be submitted to surgery while still 
resectable, the potential salvage would be 
around 250 or 25 times as many. These statis- 
tics may be readily translated to fit any popu- 
lation group and the problem may be magnified 
to its true importance if the entire census of the 
United States is considered. 


FACTORS CONTRIBUTING TO LOW SALVAGE 


Throughout this review it has become in- 
creasingly apparent that the only answer to the 
problem is gastric resection and that this must 
be undertaken early enough so that it may re- 
sult in a cure. The evidence presented in this 
study suggests that the low operability rates and 
the disappointing resectability rates are entirely 
justified by the condition of the patients on ad- 
mission and the stage of their disease at explora- 
tion. While this is true it must be pointed out 
that this evidence is based on findings at the 
time of the patient’s admission and subsequently, 
and does not deal with details of his history 


prior to his admission. Examination of the past 


records of these patients, and this is often frag- 
mentary, suggests that much could have been 
done to improve the record. 

In an effort to determine the major factors in- 
volved in the delay of treatment, i.e., surgery, 
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for gastric cancer, 811 consecutive case records 
between the years 1942 and 1948 were examined 
at the County Hospital. Data as to (a) the time 
elapsed between onset of the symptoms and the 
first consultation with the physician, (b) the 
time from the first visit to the physician to the 
date of diagnosis, and (c) the total time from 
the onset of the first symptoms to the beginning 
of treatment were abstracted from the charts. 
When the information was incomplete or con- 
tradictory the case was excluded from the re- 
view. The results are summarized in Table XVI. 
Ideally, it might be expected that the first de- 
lay period (prior to physician visit) added to the 
second delay period (time required for diagnosis) 
would equal the third figure, i.e., the time from 
the onset of symptoms to the beginning of treat- 
ment. Nothing is further from the truth and in 
this discrepancy lies the crux of the problem 
concerning the responsibility for delay. 


THE PATIENT 


In almost every case there had been symp- 
toms giving adequate warning to the patient 
that something was wrong. It will be noted that 
while about 17 per cent of the patients reported 
to the physician in less than 1 month, it was not 
until 6 months had elapsed that the majority 
had made their first visit. It is perhaps indica- 
tive of the fact that cancer of the stomach often 
progresses slowly that 15 per cent did not see 
their doctor until over a year had gone by. 
Often the patient himself had been solely re- 
sponsible for the delay in seeking aid. Occasion- 
ally, the reasons given were ignorance of the 
fact that the symptoms might be serious, or re- 
ligious tenets and beliefs militating against med- 
ical care. More frequently the patient was per- 
fectly aware that the symptoms might be seri- 
ous, but knowing the expense of gastrointestinal 
x-ray examination, either felt that he could not 
afford it and procrastinated or placed himself in 
the hands of an inexpensive unqualified non- 
medical practitioner, thereby deluding himself 
that he was receiving care. On the other hand, 
207 of the 1,737 who were not operated upon 
(about 12%) were those who flatly refused sur- 
gery when informed of the possibility of a seri- 
ous gastric lesion and the need for major surgery. 
It is difficult indeed to assess just what fraction 
of the responsibility for delay should be as- 
signed to the patient himself. Other studies of 
this problem (18) have placed this portion at 
over 20 per cent, although it would seem to be 
higher in this survey probably because of the 
high percentage of negroes and patients of Mex- 
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ican descent who were involved. Obviously, this 
may best be improved by a powerful effort to ed- 
ucate the layman, that gastric cancer can be 
cured if it is treated in time. Such educational 
campaigns have already resulted in progressively 
increased salvage and lowered mortality rates for 
breast and genital neoplasms in women. The 
same could be done for carcinoma of the stom- 
ach, but those responsible for placing the em- 
phasis in cancer control education have shied 
away from the problem of gastric cancer, tend- 
ing to regard it as more or less hopeless. 


PHYSICIAN RESPONSIBILITY 


The fact that 80 per cent of the patients had 
a diagnosis established in less than a month 
(Table XVI) is very gratifying indeed, as it in- 
dicates commendable promptness in submitting 
the patient to x-ray examination and certainly 
emphasizes the accuracy of x-ray examination 
for such a condition. The disheartening point 
is that after the diagnosis was made so little was 
accomplished. Only 2 per cent of the patients 
were admitted to the hospital for surgery in less 
than 1 month from the onset of their symptoms. 
This is not surprising and is due primarily to 
procrastination of the patient. However, at the 
end of 6 months, at which time 60 per cent had 
seen their doctors and of these, more than go 
per cent had had diagnoses of gastric lesions, 
only about 1o per cent had come to definitive 
treatment. A whole year had to elapse before 
this figure reached 20 per cent. 

It is often impossible and probably serves lit- 
tle useful purpose to try to draw a line between 
physician and patient culpability for delay in 
such a study, particularly since so often there 
is a combination of both factors in the individual 
case. There are certain aspects of the problem, 
however, that are exclusively the responsibility 
of the medical profession. 

First and most discouraging is a belief current 
in many medical circles (teachers in medical 
schools not excepted), that gastric cancer is in- 
curable and hopeless from its onset. This atti- 
tude of defeatism not only tends to delay or ac- 
tually prevent the progress of the patient into 
competent surgical hands but is consciously or 
unconsciously disseminated even at the medical 
school level. 

The other great cause for delay in treatment 
for gastric cancer lies in unjustifiable optimistic 
rationalization over the roentgenographic re- 
port. Too often it is impossible for the radiolo- 
gist to differentiate between gastric cancer and 
gastric ulcer or some other abnormality of the 
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TABLE XVI.—ANALYSIS OF DELAY IN PERCENTAGES 




















Less than - 1-6 6-12 12-24 More than Never 
I month months months months 24 months treated 
Onset of symptom 
to. a 16.8 42.1 25.9 8.1 7.1 
first physician visit 
First patient visit 
a 80.3 14.5 2.9 £.3 1.0 
first diagnosis 
Onset of symptoms 
a 1.9 8.8 7.8 F 2.2 2.2 17.4 
beginning of treatment 




















stomach. The report necessarily will contain this 
indecision. It is not fair to expect of the radi- 
ologist, nor is it possible, that he make a definite 
differential diagnosis in every case. He can only 
interpret abnormalities in contour and motility 
of the stomach as he sees them. Certainly, if 
carcinoma of the stomach is to be discovered 
and treated while still early and in a curable 
phase, the characteristic signs will often be ab- 
sent. To require that the disease progress to 
such a stage prior to surgery that the radiologist 
can make an unequivocal diagnosis of carcinoma 
of the stomach is analogous to withholding rad- 
ical mastectomy for carcinoma of the breast un- 
til there is ulceration of the skin and other signs 
of probable incurability. The attending phy- 
sician cannot delegate to the radiologist his re- 
sponsibility to the patient. 

A large number of these patients were well 
known to have had gastric abnormalities over a 
long period of time and had had repeated x-ray 
and gastroscopic examinations to check on the 
progress of their pathology. One index of the 
amount of study and delay that was involved 
is the fact that no less than 33 of the patients 
who were nonresectable had had previous con- 
servative surgery for “gastric ulcer,” and 21 had 
had gastroenterostomies, most of them else- 
where, for so-called ulcer. Previous perforations 
with laparotomy had occurred in 6 instances, 
while 108 patients had acute perforations with 
spill into the peritoneal cavity at the time of 
admission. Some had been previously explored 
elsewhere on x-ray evidence of gastric ulcer with 
closure because no pathology was found, only to 
be found in a hopeless condition on re-explora- 
tion, and 1 patient had had 3 previous explora- 
tions on the basis of x-ray diagnosis of cancer with 
closure each time because no ulcer could be found, 
only to finally undergo perforation and die of shock 
and peritonitis following his fourth laparotomy. 

In addition, 58 patients had ulcerated major 
vessels and were admitted with gross hemorrhage 
as their most important symptom. It was not 


possible to do a curative resection in a single 
case in which such an event occurred. To delay 
operation until a major hemorrhage has taken 
place appears to place the patient in an incur- 
able category. 

During recent years a formula (20) for deal- 
ing with the problem of when to operate on gas- 
tric ulcers has slowly evolved. The indications 
for surgery in general are as follows: 

1. Any gastric ulcer of short duration in a pa- 
tient over 50 years of age. The implication is that 
if the patient is under 50 years of age it is safe 
to try medical management. Four hundred and 
thirty-eight patients in this study were in this 
category when they finally were admitted for 
gastric resection and 118 were in the fourth 
decade or younger. It is in this group under 50 
that there is the greatest potential salvage, 
economically, socially, and from the point of life 
expectancy. Because of their age, many were 
placed on medical management or observation. 
Consequently, at the time of admission, 199 were 
regarded as inoperable. In only 50 was the 
disease so limited that a curative gastrectomy 
could be done and only 5 of these 50 lived to be 
regarded as 5 year survivals. 

2. An ulcer over 2.5 cm. in diameter. The in- 
ference is that if the lesions were smaller it 
would be safe to try medical management. 
Seventeen per cent of all inoperable patients in 
this series coming to autopsy had primary le- 
sions 2 centimeters or less in diameter accom- 
panied by metastases so extensive as to make 
their condition hopeless. The size of the ulcer 
has no bearing on the malignancy or benignancy 
of the lesion, and in cases of resectable cancer 
exerts little influence on the curability, as has 
been previously mentioned. 

3. No free hydrochloric acid. The assumption 
is apparently that if free hydrochloric acid is 
present the ulcer is likely benign. Of a total of 
697 gastric analyses available for review in this 
study, 99 (14.2%) had free hydrochloric levels 
up to 20 degrees and 155 (22.2%) had titers 
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higher than 20 degrees. On this basis, 36 per 
cent of the proved cancer cases would have 
been regarded as safe for medical management. 

4. Ulcer on the greater curvature of the pre- 
pyloric region. 

5. Ulcer, chronic or recurrent, on the lesser 
curvature. 

The last two indications are positive for sur- 
gery and justifiable. 

Among the workers with greater experience 
there appears to be a definite change in attitude 
toward the treatment of gastric ulcer. Marshall 
and Welch of the Lahey Clinic have recently 
stated that a more aggressive attitude must be 
adopted in the treatment of this condition, and 
that this treatment is and should be primarily 
surgical. The only basis on which they will 
agree to medical management for an occasional 
small acute lesion is that the patient be in a 
hospital where immediate surgery is available if 
prompt healing does not follow the medical regi- 
men. They insist that every chronic or recurring 
ulcer be resected. 

Grimes and Bell have recently pointed to the 
poor results obtained in the treatment of gastric 
ulcers by medical routines. Stressing the dimin- 
ishing operative mortality, which is less than 5 
per cent for subtotal procedures both for benign 
and malignant processes, they make a plea for 
routine surgical treatment of gastric ulcers. 


SUMMARY 


Gastric cancer is a curable disease. At least 
25 per cent of all patients with resectable lesions 
will present 5 year cures. If the resections are 
done before nodal metastases have occurred this 
cure rate will exceed 50 per cent. An increase in 
the scope of radical surgery for gastric neoplasm 
will not proportionately augment the number of 
favorable results. Curability is rather deter- 
mined by the stage of the disease at the time of 
surgery. Because of improvements in opera- 
tive technique and refinements in preoperative 
and postoperative care, there has been a progres- 
sive decrease in operative mortality until at the 
present time it should be less than 5 per cent for 
subtotal gastrectomy. This low operative risk 
not only improves the 5 year cure rate by in- 
creasing the number of survivors of resection 
but also removes the major objection to submit- 
ting all borderline lesions to gastrectomy. Fur- 
ther improvement in 5 year survival figures can 
come only from an increase of the number of 
patients undergoing surgery at a stage when the 
disease is not only resectable but limited to the 
stomach itself. It is not possible to differentiate 
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roentgenographically or otherwise between be- 
nign and malignant ulcers. In view of the in- 
herent possibility of malignancy in every gastric 
ulcer and the low operative risk, it is suggested 
that every gastric ulcer be treated surgically, 
particularly in view of the better therapeutic re- 
sults achieved. Early gastric carcinomas have a 
long silent period and when symptoms ensue 
metastases often are present. The large number 
of gastric ulcers is at present the only sizable 
symptomatic borderline group of lesions which 
may represent carcinomas in a stage favorable 
for cure. If there is to be an improvement in the 
cure rate for cancer of the stomach now it must 
come from the immediate surgical resection for 
gastric ulcers. Further improvement in the end- 
results will have to await some screening meth- 
od which will detect gastric neoplasms while they 
are still asymptomatic. 


CONCLUSIONS 


1. Gastric carcinoma is a curable form of 
cancer if adequately resected when the disease 
is limited to the stomach and the immediately 
adjacent lymph nodes. 

2. About 20 per cent of all persons develop- 
ing gastric neoplasms are never admitted to any 
hospital, and die with no chance for a cure. 

3. Despite the fact that 15 per cent of all pa- 
tients admitted for gastric cancer are under 50 
years of age, this younger group does not have a 
better resection rate or chance for cure than 
older patients at the present time. 

4. X-ray examination of the stomach is a 
highly effective method of study, giving accu- 
rate diagnoses in over go per cent of the cases 
studied and indicating gastric abnormalities in 
an additional 5 per cent. 

5. Gastroscopy, peritoneoscopy, and cyto- 
logical techniques may be of assistance in ques- 
tionable cases. 

6. The presence or absence of free hydro- 
chloric acid has no bearing on the benignancy or 
malignancy of a gastric lesion. 

7. While private hospitals have high opera- 
bility rates (around 70%) the general operability 
rate for all patients admitted to hospitals as gas- 
tric cancer suspects is only 40 per cent. There- 
fore, 60 per cent of all patients with carcinoma 
of the stomach are inoperable at the time of ad- 
mission to a hospital. 

8. Of those submitted to surgery, 25 per cent 
may expect to have gastric resections with in- 
tent to cure (10% of all hospital admissions). 

g. There is an increasing tendency to deter- 
mine true nonresectability by laparotomy and 
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there is no evidence to suggest that the patient’s 
clinical course is adversely affected by such a 
procedure. 

10. There is an apparent trend to withhold 
palliative surgical procedures unless some form 
of gastrectomy is feasible. This attitude is en- 
tirely justified by the high operative mortality 
and poor palliation afforded by nonresective 
techniques as compared with the results obtained 
by gastric resection. 

11. While subtotal gastrectomy appears to be 
a valuable palliative maneuver, total gastrec- 
tomy and cardiectomy have carried such a high 
operative mortality and morbidity that they 
would seldom seem justifiable as palliative pro- 
cedures. 

12. The resectability rate for all admissions 
has been increased by more than half, from 7.7 
to 12.8 per cent, in the last 10 years. There has 
been similar improvement, from 20.0 to 29.5 per 
cent, in the resectability rate when it is based 
on the number of patients operated on in. the 
same period of time. 

13. In the last 10 years of the study 19.7 per 
cent of all the curative gastrectomies were total 
gastrectomies or cardiectomies, and this figure 
represents the increase in resectability due to 
the addition of these procedures to those pre- 
viously available. 

14. There has been a progressive decrease in 
the operative mortality rate until at the present 
time it is less than 5 per cent for subtotal gas- 
trectomy for cancer in private hospitals where 
the better risk patients are concentrated. 

15. Of all the patients not operated on who 
came to autopsy, 16.1 per cent were still curable 
from the standpoint of the location and extent 
of their cancers; however, practically none of 
them could have been expected to survive re- 
section had it been attempted. 

16. Unless there is an absolute contraindica- 
tion, every case of recurrent carcinoma of the 
stomach following gastrectomy should be re- 
explored with the intent of re-resection, as some 
are still curable. 

17. Acute perforation occurred in 3.7 per cent 
of the series; it calls for immediate laparotomy. 
This event is not a contraindication to gastrec- 
tomy because when this was done best results 
were obtained. 

18. To delay surgical intervention until a mas- 
sive gastric hemorrhage has occurred apparently 
places the patient in an incurable category. 

19. Of all resection survivors, 27.7 per cent 
lived 5 years or more without developing recur- 
rent carcinoma (5 year cures). 


INTERNATIONAL ABSTRACTS OF SURGERY 


20. On the fifth anniversary of their resections, 
33-6 per cent of all the gastrectomy survivors were 
alive and free of signs of recurrent disease (5 year 
survivors). 

21. The fact that all cures in this study were 


Hobtained by subtotal gastrectomy might be con- 
s 


trued to suggest that it is the stage of the disease 
and not the radical scope of the operation that 
predetermines the end result. This is probably 
only partly true since it is yet too early to evaluate 
the salvage obtained by the newer more extensive 
resections. 

22. Although the crude 5 year survival rate 
(based on all admissions for gastric cancer) for the 
select group treated in private hospitals was 4.3 
per cent, the over-all survival rate for the entire 
series was only 1.4 per cent and the cure rate 1.1 
per cent. At the present time only 1 person of 
each 100 developing cancer of the stomach may 
expect to be cured. 

23. Analysis of the factors responsible for delay 
in treatment shows that the major delay is due 
to patient procrastination. Because of ignorance, 
fear, or other reasons, 41 per cent of the patients 
waited more than 6 months after the onset of 
symptoms before they consulted a physician. 

24. Definite diagnoses were established in 80 
per cent of the cases in less than 1 month from 
the time of the first patient-physician consul- 
tation. 

25. After the diagnosis is made there is an 
unaccountable delay in instituting treatment, i.e., 
gastrectomy, apparently due to the combination 
of patient and physician inertia. At the end of 
6 months of symptoms, when 60 per cent of the 
patients were under observation and, of these, 
go per cent had diagnosed gastric lesions, only 
10 per cent had been operated on. 

26. The major positive factor in delay of treat- 
ment assessable to the medical profession appears 
to be a willingness to observe or treat medically 
questionable lesions, such as ulcer and other gas- 
tric abnormalities which cannot be reported as 
unequivocal cancer by the radiologist. 

27. Further improvement in the salvage figures 
for cancer of the stomach can best be achieved at 
the present time by (a) a powerful educational 
campaign directed to the general population, in 
regard to the early symptoms and curability of 
gastric carcinoma, and (b) prompt surgical inter- 
vention after a diagnosis of gastric lesion is 
established. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


HEAD 


The Use of Autogenous Cartilage Graft in Arthro- 
plasty for True Ankylosis of the Temporoman- 
dibular Joint. J. J. Loncacre and Ray F. Gipy. 
Plastic & Reconstr. Surg., 1951, 7: 271. 


More than half of the cases of intra-articular 
ankylosis of the temporomandibular joint have their 
origin before the age of 10, and considerable sec- 
ondary deformity results. A destruction of the 
growth center in the condyle plus a lack of proper 
function through the years results in marked hypo- 
plasia. Bilateral intra-articular involvement before 
adolescence results in a symmetrical lack of growth 
which leads to the development of the profile of 
micrognathia. Because of inability to carry out 
proper dental hygiene, dental caries are usually far 
advanced. Social maladjustment and a disturbed 
psychologic picture accompany the facial deformity. 

Review of the literature indicates that more than 
resection of the condylar head is necessary to obtain 
a satisfactory cosmetic and functional result from 
ankylosis of the temporomandibular joint. In cases 
of true intra-articular ankylosis which were treated 
with a classical modified Verneuil arthroplasty or 
with resection of the ascending ramus of the mandi- 
ble through the Risdon approach and with the 
interposition of fascia lata when there was massive 
ankylosis the patients have shown good functional re- 
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Fig. 1 (Longacre, Gilby). External skeletal fixation type 
of exerciser as designed by Gilby. 


HEAD AND NECK 


sults, but there was a tendency of the mandible to 
drift to the operative side on full opening of the 
mouth. Following bilateral arthroplasty of this type 
for ankylosis 1 patient showed a tendency of the 
mandible to be retrocessed with an open bite. 

The case which stimulated the new approach to 
the problem was that of a patient with an old 
bilateral fracture dislocation of the mandible. The 
mandible was fixed in extreme open bite and re- 
truded position with the condyle fused to the exter- 
nal surface of the zygoma bilaterally. The fracture 
in the region of the symphysis had healed with the 
mandibular fragments widely spread so that it was 
impossible to return the condylar necks, after re- 
section of the head, into the glenoid fossa. Ledges 
of autogenous cartilage were built on which the 
condylar necks might ride. Continuous traction 
after the operation through a Kirschner wire in an 
essentially edentulous mandible was used to over- 
come the marked open bite and extreme retrusion. 
The functional and cosmetic results were excellent 
and the patient retained them for a year of follow-up. 

Following this case, 2 other patients were treated 
with osteotomy and interposition of an autogenous 
cartilage graft. The first of the 2 patients had 
extensive unilateral ankylosis; in this case 1 cm. of 
bone was resected from the ascending ramus above 
the lingula and cartilage was interposed. The sec- 
ond patient had recurrent unilateral ankylosis. An 
osteotomy was performed above the lingula but no 
bone was resected; a cartilage graft was then inter- 
posed through the Risdon approach. At operation, 
Kirschner wires were placed through the mandible 
anterior to the mental foramen. After 7 or 8 days 
a headcap was applied with the exerciser designed 
by one of the authors (Gilby). The Kirschner wire 
was attached to the exerciser with elastic which 
provided continuous expansive pressure. This aided 
in the opening of the mandible and strengthened the 
atrophied temporal and masseter muscles, and thus 
contributed to hasten the development of jaw func- 
tion. The interposition of the cartilage, which the 
authors obtained from the costal cartilage, served 
the purpose of allowing the residual condylar neck 
to act as the fulcrum and so to retain the function 
of the mandible as a lever of the third class. In the 
2 unilateral cases treated by the authors the tend- 
ency of the mandible to drift toward the operative 
side was gone. The degree of correction of the 
deviation of the chin and the restoration of facial 
symmetry that followed the arthroplasty rendered 
a later cosmetic operation less imperative and in the 
last patient treated it was unnecessary. The cases of 
the 3 patients so treated by the authors are reported 
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Fig. 1 (Hendrick e¢ al.). Operation for removal of benign tumor of the lower pole 
of the superficia] lobe of the parotid gland; insert shows incision, as advocated by 
Sistrunk, Adson, Ott, and Bailey, care being exercised to make the angle of the V- 


shaped incision an obtuse one to prevent necrosis. 


The isthmus of the gland is 


shown extending around the mandible to the retromandibular lobe (Courtesy of 


American Journal of Surgery.) 


and have been followed up from 8 months to 1 year. 
The mental attitude and general condition of all the 
patients have improved. 


Jacos T. BRADSHER, Jr., M.D. 


Salivary Tissue Neoplasms. James W. HENpRICK, 
Grant E. Warp, and MArvIN M. Lacy. Am. J. 
Surg. 1951, 81: 373. 

The authors describe the clinical and pathological 
characteristics of neoplastic diseases of salivary 
—— placing emphasis on tumors of the parotid 
gland. 

Mixed tumors are the most common neoplasms 
found in the salivary tissue and are most frequently 
located in the parotid gland. They occur equally 
in males and females and occur in the young and 
old, although they are most frequently found in 
individuals between the ages of 20 and 45 years. 
Histologically, their structure is extremely variable, 
as they contain epithelial elements in the form of 
strands, a varying amount of hyaline or myxoid 
tissue, and cartilage or mucus. 

The authors describe malignant mixed tumors as 
those which are slowly invasive, in contrast to 
primary malignancies of the salivary tissue. These 
tumors may recur immediately following incom- 
plete removal and are characterized by fixation, 
invasion, and involvement of the facial nerve. At 
times small, movable nodules occur beneath the skin. 

In the treatment of mixed tumors of the parotid 
gland, emphasis is placed on removing the tumor to- 
gether with a surrounding area of normal parotid 


tissue and preservation of the facial nerve. Endo- 
tracheal pentothal-nitrous oxide-oxygen anesthesia is 
the anesthetic of choice. The incision is illustrated 
in Figure 1. The inframandibular branch or the 
main trunk of the facial nerve is identified. The 
galvanic current stimulator is an aid to identifying 
branches of the nerve. After the main trunk or the 
inframandibular branch is identified, the lower pole 
of the parotid gland is elevated and the position of 
the tumor ascertained. Should the tumor be located 
in the superficial lobe, it should be removed with a 
surrounding area of normal parotid gland tissue, the 
facial nerve being protected. When the tumor is 
situated in the deep lobe, rotation of the head to the 
opposite side with elevation of the angle of the 
mandible increases the working space. The facial 
nerve is retracted and the deep lobe separated from 
the internal carotid artery and internal jugular vein. 

Primary malignancies of the parotid gland occur 
in the older age group. In clinical differentiation 
from benign tumors, they are more rapid in their 
development, pain is a frequent symptom, and the 
facial nerve is involved early. Metastasis occurs to 
the regional lymph nodes, the lungs, and the osseous 
system. The treatment is surgical. The entire © 
parotid gland, usually including the facial nerve, 
should be removed and a radical neck dissection 
performed. The dissection includes removal of the 
sternomastoid muscle, the internal jugular vein, and 
lymphatic-bearing tissue from the clavicle to the 
mandible and from the midline in front to the 


anterior border of the trapezius muscle posteriorly. 
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The contents of the submaxillary, digastric, and 
jugular spaces are removed. 

Plastic repair of the facial muscles, paralyzed in- 
cidentally to removal of the facial nerve, should be 
performed from 3 to 6 months following the radical 
surgery. The authors recommend the method of 
Blair, Davis, and Kitlowski which utilizes fascial 
strips removed from the thigh. The technique of 
this procedure is well illustrated in the original 
article. 

The authors include a brief discussion of tumors of 
aberrant salivary tissue. A tabulation of 18 patients 
with such tumors is made. The aberrant tissue was 
located in the hard or soft palate, the skin of the 
face and neck, and in the pharyngeal wall. Eleven 
of the neoplasms were benign mixed tumors and 
the remaining 7 were malignant. 

Rosert A. Wise, M.D. 


EYE 


Scope and Limitations of Orthoptics in Nonsurgical 
Treatment of Ocular Deviations. HERMANN M. 
Buran. Arch. Ophth., Chic., 1951, 45: 377. 


The scope and limitations of orthoptics in the non- 
surgical treatment of deviations of the eye are dis- 
cussed. 

Orthoptic training is of no value in some cases but 
it is of extreme value in others. For example, it can- 
not change the angle of squint permanently, or com- 
pel fusion or stereopsis if the faculty of sensory fusion 
or of stereopsis is absent. 

Actually every form of nonsurgical treatment of 
neuromuscular anomalies of the eyes is considered 
some form of orthoptic therapy. Even the prescrip- 
tion of glasses for normalizing convergence accom- 
modation is a form of orthoptic treatment. 

Orthoptic treatment has many other uses: it can 
assist in the development of proper visual habits and 
certain visuomotor functions; it can make vision 
comfortable in patients who have binocular vision 
only at the expense of ocular comfort; it can improve 
or normalize the elements necessary for normal mon- 
ocular and binocular vision; it can combat suppres- 
sion; it can improve central fixation and the visual 
acuity of amblyopic eyes; and it can remove anom- 
alous retinal correspondence. 

JosHua ZUCKERMAN, M.D. 


Eye Emergencies in Industry. First Aid Treatment 
by the Physician. ArtHuR ALEXANDER KNAPP. 
J. Am. M. Ass., 1951, 146: 12. 


The author discusses the occurrence of eye emer- 
gencies in industry. 

Certain physical characteristics of the area sur- 
rounding the eye aid in the prevention of damage to 


this important organ. For example, the bony orbit, 
the corneal reflex, the eyebrows, eyelids, and eye- 
lashes shield the eyeball and its component parts 
from external injury. Only on the temporal side is 
the eyeball exposed anteriorly, and it is therefore 
vulnerable to injury. 
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Emergencies involving the eyeball proper include 
ultraviolet burns, chemical burns, foreign bodies, 
wounds, and allergies. 

Emergencies involving the adnexa of the eye in- 
clude similar types of injury, for example, ultraviolet 
burns, chemical burns, foreign bodies, wounds, and 
allergies. 

Ocular emergencies require correct and immediate 
attention in order to prevent infection. Infection 
may be prevented or combated by local and systemic 
antibiotic or other forms of therapy. The ciliary 
body is the danger zone. Damage to this area may 
give rise to sympathetic ophthalmia with resultant 
loss of vision in both eyes. 

JosHuA ZUCKERMAN, M.D. 


Adrenocorticotropic Hormone (ACTH) and Corti- 
sone in Ophthalmology; Report of Cases. 
Haroitp G. ScHEIE, GEORGE S. TyNER, JoHN A. 
BUESSELER, and JosEPH E. ALFANO. Arch. Ophth., 
Chic., 1951, 45: 301. 

The purpose of this article is to present prelimi- 
nary clinical observations on the use of ACTH and 
cortisone when it is administered systemically and 
locally in the treatment of a variety of ocular lesions. 
It is pointed out that cortisone is secreted by the 
adrenal cortex and is now available by synthesis. 
ACTH is liberated into the circulation by the anter- 
ior lobe of the pituitary and exerts a stimulating 
effect on the adrenal cortex. The physiological] 
effects of ACTH and cortisone are reviewed. It is 
pointed out that ACTH causes an increased output 
of all the hormones of the adrenal cortex and there- 
fore has a much more widespread effect on body 
metabolism than cortisone given alone. 

Results observed in 55 eyes with a wide variety 
of lesions after treatment with cortisone or ACTH 
administered systemically, and in 69 eyes after local 
administration of cortisone in the form of drops, are 
presented. 

The authors conclude (a) that systemic therapy 
is of value only for acute, self-limited lesions, and 
(b) that local administration is effective only in the 
treatment of lesions of the anterior segment. They 
state that ACTH and cortisone are probably effective 
through blocking the effects of allergens and bac- 
terial toxins. J. WoopHuLt Overton, M.D. 


Early Clinical Results of ACTH and Cortisone 
Treatment of Ocular Diseases. J. RoBERT Fitz- 
GERALD, JoHN G. BELLOWS, JusTIN M. DONEGAN, 
and Others. Arch. Ophth., Chic., 1951, 45: 320. 


The clinical material incorporated in the present 
article is the product of co-operative effort by rep- 
resentatives of the largest eye clinics in the Chicago 
metropolitan area. Their experiences with ACTH 
and cortisone in ophthalmic diseases were pooled. 
The information is primarily of practical, clinical, 
ophthalmological importance. A large number of 
tables and some photographs are included. 

The authors conclude that the greatest thera- 
peutic efficiency of ACTH and cortisone exists in 
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the treatment of acute exudative inflammatory le- 
sions of the uveal tract; local administration of 
cortisone compares favorably with the systemic use 
of ACTH or cortisone in inflammations of the 
anterior segment; chronic inflammations of the 
uveal tract respond less well than do acute types. 
In external diseases of the eye, the results with local 
cortisone were excellent. 
J. Woopxutt Overton, M.D. 


Local Use of Cortisone in Ophthalmic Diseases. 
Henry ApAMs Moser. Arch. Ophth., Chic., 1951, 
45: 317. 

Cortisone was used locally in a series of 53 pa- 
tients at the Massachusetts Eye and Ear Infirmary. 
The author states that the local use of cortisone was 
more effective in diseases of the anterior segment of 
the globe than in diseases of the posterior segment. 
The collyrium was definitely effective in the treat- 
ment of sclerokeratitis, superficial punctate kerati- 
tis, bullous keratitis, and relapsing keratitis. 

J. WoopHutt Overton, M.D. 


Eosinophilic Granuloma of the Orbit. Aaron J. 
BELLER and WALTER KoRNBLUETH. Brit. J. Ophth., 
1951, 35: 220. 

The authors request that eosinophilic granuloma 
be added to the list of intraorbital tumors and to the 
causes for exophthalmos. The condition is believed 
to be rare and it has received little attention in the 
past, but 3 cases are reported in the present article. 

The symptoms and findings are as follows: (1) 
the condition occurs in the first two decades of life; 


(2) its etiology is possibly traumatic; (3) progress is 
rapid; (4) roentgen films show a definite osteolytic 
process with little evidence of reactive bone forma- 
tion; (5) increase of eosinophils is observed in the 
peripheral blood; (6) there is exophthalmos and 
palsy of the cranial nerves; and (7) loss of vision. 
Eart H. MErz, M.D. 


Folds in the Lens Capsule After Trauma: A Sign of 
Partial Rupture of the Zonule. Joun L. BIGNELL. 
Brit. J. Ophth., 1951, 35: 234. 


Two cases of trauma to the eye in which folds 
could be seen in the anterior or posterior lens cap- 
sule are presented. In both cases the lens was dis- 
located, and in one the leaf of zonule was seen to be 
intact but it was ruptured from the lens capsule. 

Ear H. MErz, M.D. 


Experimental Studies on Early Lens Changes After 
Roentgen Irradiation. Lupwic Von SALLMANN 
and Beatrice D. Locke. Arch. Ophth., Chic., 1951, 
45: 431. 

The authors discuss the experimental effect of 
roentgen irradiation on the permeability of the crys- 
talline lens and of the blood-aqueous barrier. 

_Experiments with radioactive tracers, such as ra- 
diosodium, confirmed the results of previous studies 
with other indicators by demonstrating an increased 

permeability of the blood-aqueous barrier up to 6 
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weeks after irradiation of the rabbit’s eye with 2,000 
roentgens. This occurrence, however, did not seem 
to play an integral part in the pathogenesis of radia- 
tion cataract. 

The absorption of radiosodium by lenses with ra- 
diation cataract was greater than that by control 
lenses. This phenomenon increased with the pro- 
gress of the cataractous process. It was found that 
en penetrated rapidly into the normal 
ens. 

The accumulation of radioiodine in irradiated 
lenses with initial cataractous changes was greater 
than its accumulation in normal lenses. It suggested 
an increased permeability by the damaged lens for 
radioiodine. 

It was found that radiophosphorus accumulated 
in normal lenses mainly at the equator and in the 
surface layers of the cortex. This pattern indicated 
that these parts of the lens had a higher metabolic 
rate. 

Experiments with radioactive indicators do not 
seem to support the theory that increased permea- 
bility of the lens or depressed processes of phos- 
phorylation result in the development of lenticular 
opacities produced by roentgen rays, but they do 
suggest that these changes accompany, and perhaps 
influence, the progress of the opacification. 

JosHUA ZUCKERMAN, M.D. 


Experimental Radiation Cataracts. Cataracts in 
the Rabbit Following Single X-Ray Exposure. 
Davip G. Cocan and Davin D. DOownatpson. 
Arch. Ophth., Chic., 1951, 45: 508. 

Interest in radiation cataracts has been accen- 
tuated by their occurrence in cyclotron workers, and 
their development after radiation from atomic 
bombs. The pathogenesis of cataracts from various 
ionizing sources—x-rays, gamma rays, neutrons—is 
probably the same. The cataractogenic dose in man 
for x-rays of 100 kilovolts of energy, or greater, is 
between 500 and 1,000 roentgens; the younger the 
person, the greater the susceptibility. 

In the authors’ experiments on rabbits, x-rays of 
1,200 kilovolts were employed. This caused less 
clouding of the cornea than x-rays of less energy, 
reduced the latent period, and the concomitant ef- 
fects were less. Acute exposures of less than 1,500 
roentgens may produce cataract with no appreciable 
epilation or keratoconjunctivitis. The threshold for 
the production of cataract is less than for any other 
gross abnormality of the eye or periocular tissue. 
In regard to epilation, the threshold dose was 1,500 
roentgens for the 1,000 kilovolt level and 1,000 
roentgens for 200 kilovolts. Little variation in 
susceptibility was found with age for both epilation 
and keratoconjunctivitis. The greater susceptibility 
of the young to the development of radiation catar- 
act is the reverse of what would occur if radiation 
precipitated senile cataract. With 1,200 kilovolts of 
radiation and 10 week old rabbits, the latent period 
was inversely proportional to the dose. With 1,500 
to 3,000 roentgens the latent period was 25 to 30 
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days for the onset of cataracts, whereas with 250 to 
1,000 roentgens the latent period was 100 to 150 
days. The earlier the onset of cataracts, the more 
rapid its progression. 

Radiation cataract in the rabbit began with (1) 
an aggregation of vacuoles along the posterior suture 
line; (2) granular opacities scattered about the su- 
ture line; and (3) an equatorial collarette beneath 
the posterior capsule. The granular opacities were 
due to degenerative epithelial cells. Characteristic 
cytologic changes in the lens epithelium could be 
found before any clinical evidence of cataract. 

The morphogenesis of radiation cataract suggests 
that radiation disrupts normal cell division. The 
cells at the equator are no longer able to form nor- 
mal fibers. The abortive fibers are pushed toward the 
posterior pole to form the characteristic central 
subcapsular opacity of early radiation cataract. The 
degeneration of these cells spreads the cataractous 
process. James E. LEBENsOBN, M.D. 


Retinal Microaneurysms in the Nondiabetic Sub- 
ject. Norman Asuton. Brit. J. Ophth., 1951, 35: 
189. 

The author wishes to dispute the present theory 
that retinal microaneurysms are almost entirely 
associated with diabetes. 

The investigation was made in 336 cases divided 
into two groups: (1) eyes removed at operation, 
and (2) eyes removed postmortem. A piece of kid- 
ney was removed from each cadaver to determine 
whether changes in the eye were similar to kidney 
changes. 

One-third of the patients examined after surgical 
removal of the eye, with no diagnosis of diabetes, 
showed microaneurysms. The most common diag- 
noses were (a) uveitis and (b) glaucoma secondary 
to thrombosis. 

In eyes removed postmortem, at least one-third 
had microaneurysms. In cases in which fundus 
lesions were common during life, malignant hyper- 
tension was the usual condition. In a second group 
of cases, in which no fundus lesions were apparent, 
29 per cent showed aneurysms. 

Ear H. MErz, M.D. 


Retinal Vein Occlusion; Clinical and Experimental 
Observations. BERNARD BECKER and LAWRENCE 
T. Post, Jr. Am. J. Ophth., 1951, 34: 677. 


In view of the demonstration of aneurysms in the 
retinal capillaries in diabetic retinopathy, cases of 
vein occlusion were reviewed. Of 59 eyes adequate 
for review, 44 had central vein occlusion and 15 had 
branch occlusion. In only 1 case branch occlusion 
involved the nasal branches. Elevated ocular ten- 
sion preceded the central vein occlusion in 10 eyes, 
and the branch occlusion in 1 eye. 

The general prognosis in branch occlusion is that 
there is a tendency to improvement over the years 
without the development of glaucoma. The prognosis 
in central vein occlusion is poor, with a tendency to 
steady deterioration of the eye. Ten to 20 per cent 


of these patients develop hemorrhagic glaucoma and 
come eventually to enucleation. 

In 39 cases of central vein occlusion in which 
diabetes was excluded, capillary aneurysms were 
found. The most characteristic defect observed was 
that of chains of saccular aneurysms on the venous 
side of the capillary circulation. Hemorrhages and 
exudates surrounded, and were closely associated 
with, the microaneurysms. In one case of Eale’s 
disease, both isolated aneurysms and chains of 
aneurysms were found. 

Experimental central vein occlusion was produced 
in cats by diathermy coagulation in the disc under 
ophthalmoscopic observation. A picture closely re- 
sembling clinical vein occlusion was produced. A 
study of flat preparations showed isolated capillary 
aneurysms and chains of aneurysms at the venous 
end of the capillaries, distortions of the capillary 
architecture, and newly formed vessels. It is sug- 
gested that there is a similarity in the vascular 
pathology of diabetic retinopathy and central vein 
occlusion. Frank W. NEWELL, M.D. 


Retinal Detachment; with Special Reference to 
Preoperative Subretinal Drainage. JoHn M 
Witson, THomas P. McKeer, and E. MAtcoimm 
CAMPBELL. Am J. Ophth., 1951, 34: 739. 


Subretinal drainage is of therapeutic value when 
used preoperatively to flatten a detached retina. A 
flat retina has a better prognosis than a highly ele- 
vated one because of more accurate localization of 
tears, and because much less diathermy is required 
to produce adhesions between the retina and the 
choroid. 

After the diagnosis is made, the patient is placed 
on strict bed rest with both eyes bandaged, and the 
detached area in a dependent position. If there is 
still definite elevation of the retina after 24 hours, 
subretinal drainage is instituted. The sclera is bared 
over the area of maximal elevation and a 3 mm. in- 
cision is made. A 6-o suture is placed through the 
wound edges, and the lips are sutured back to insure 
continuous drainage. A punctum dilator heated to 
red heat is then plunged through the choroid and 
the subretinal fluid is drained. 

The patient is returned to bed with a binocular 
bandage and the detachment in the dependent posi- 
tion. Forty-eight hours later the scleral wound is 
closed with sutures, and the retinal detachment is 
performed with the Weve surface diathermy. At the 
conclusion of the procedure, the scleral sutures are 
removed to allow continued drainage of the subret- 
inal fluid. 

If the retina flattens after bed rest and binocular 
bandaging, the preliminary sclerotomy is not done 
but is performed at the end of the operation. Nine 
cases are reported and in 5 of these, preoperative 
subretinal drainage was done. The retina was reat- 
tached with a full visual field in 4 of these cases. 
Surgery was successful in the remaining cases, in 
which the retina flattened so quickly that preopera- 
tive sclerotomy was unnecessary. 
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One of the detachments reported followed the 
local use of DFP (di-isopropyl fluorophosphite) in a 
glaucomatous eye. Following successful surgery for 
a presumed disinsertion, the intraocular tension re- 
mained normal without medication. 

FRANK W. NEWELL, M.D. 


Discussion on Scleral Resection and Chemical Co- 
agulation Operations for Retinal Detachment. 
A. ListER, A. SEyYMouR Puitps, and C. DEE SHAP- 
LAND. Proc. R. Soc. M., Lond., 1951, 44: 413. 


The authors discuss scleral resection and chemical 
coagulation operations for detachment of the retina. 

Lister points out that although the majority of 
idiopathic retinal detachments are cured by dia- 
thermy, in an appreciable number of cases dia- 
thermy is unsatisfactory. Alternative methods of 
treatment are discussed, especially for the following 
conditions: (1) aphakic eyes; (2) gross retinal degen- 
eration, associated with multiple or very large 
tears; (3) traumatic detachments with organized 
bands in the vitreous; (4) detachments of long 
standing, and (5) detachments in which diathermy 
has been unsuccessful with fresh tears at the edge of, 
or near, the diathermy scar. 

Failure after diathermy in these cases is attributed 
to the following causes: the retina may be so atrophic 
that shrinkage of the diathermy scar leads to further 
tearing; the retina may be held away from the 
choroid either by organized bands, by shrunken 
adherent vitreous, or by vitreous attached to a cor- 
neal scar; or the retina may have become shrunken. 

Two problems in treatment are presented. De- 
tachments in which the retina is mechanically in- 
capable of reattachment may be treated by reducing 
the size of the globe. Those cases in which the retina 
is very atrophic may be corrected by producing a 
wide area of choroidoretinal adhesion which will not 
shrink. 

These two methods of treatment may be com- 
bined. The size of the globe may be reduced by 
scleral resection, and the problem of producing a 
more gentle reaction and a scar which has less tend- 
ency to contract than that of diathermy may be met 
by employing a chemical method of coagulation 
(caustic potash). 

Guist’s original or modified method was used in 
the treatment of 6 eyes, with successful results in 5. 

PuiLps reports that of 19 scleral resections, 1114 
were totally replaced; in 5 cases of emmetropia there 
were 314 cures; in 7 cases of myopia there were 2 
cures; and in 7 cases of aphakia, 6 cures. 

Treatment was most successful in the aphakic 
group. In all but 1 of the aphakic cases the patient 
had had previous diathermy operations. Resection 
is considered the operation of choice in this condition. 

In high myopia, with a detachment which could 
not be restored by other methods, scleral resection 
should be combined with some form of chemical 
coagulation. 

_ Resection of the sclera is performed in the follow- 
ing manner: a strip 3 to 4 mm. wide is marked off ro 
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mm. from the limbus. After the subretinal fluid has 
been evacuated the sclera is incised down to the 
choroid with a small knife, the strip half-way around 
the eyeball having previously been marked out with 
a cautery. The incision of the sclera is continued 
until a tag of sclera can be raised at one end of the 
resection. The first suture is inserted and tied. The 
resection is continued with scissors, and sutures are 
inserted in its wake. 

SHAPLAND points out that approximately 30 per 
cent of cases treated by diathermy are failures. He 
is of the opinion that scleral resection should be per- 
formed when the diathermy method fails. 

He performs a “lamellar scleral resection” in 
which about a 30 mm. strip of sclera is removed from 
half the circumference of the globe, so that a very 
thin film of the deepest scleral lamella, of only tissue- 
paper thickness, is left on the surface of the choroid 
at the site of the resection. 

With this type of operation there is little or no 
danger of loss of vitreous, there is no bulging of the 
exposed choroid, and there is no need to reduce the 
intraocular tension before the resection is started. 

Scleral resection is worth trying especially in 
aphakics in whom no retinal defect can be found; as 
a primary operative procedure in myopia with thin 
atrophic retina; and especially for cases with mul- 
tiple and widely separated tears in front of the 
equator of the eyeball. 

PHILPS points out that the greater number of 
retinal holes are situated on the temporal rather than 
on the nasal part of the eye, and therefore it is best 
to do a resection of the temporal half of the eyeball. 

JosHua ZUCKERMAN, M.D. 


Optic Nerve Sheath Hemorrhage. Frank B. WALSH 
and THomas R. HEpcEs, Jr. Am. J. Ophth., 1951, 
34: 509. 

The authors discuss hemorrhage in the sheath of 
the optic nerve. They point out that these hemor- 
rhages may be subdural or subarachnoid, occupy 
both spaces, or be intradural; and that the subdural 
type predominates in the part of the optic nerve 
sheath anterior to the entrance of the central retinal 
vessels. 

Hemorrhage in the sheath of the optic nerve may 
occur in the absence of intracranial meningeal bleed- 
ing. 

Optic nerve sheath hemorrhages originate in rup- 
ture of veins or venous channels in the dura. 
Hemorrhages are found in the dura, within the cav- 
ernous sinus and in the optic canal, in many cases at 
its orbital opening. Anteriorly, they tend to reach 
the subdural and subarachnoid spaces but, as indi- 
cated, they predominate in the former. 

The pattern of optic nerve sheath hemorrhage, 
intraneural hemorrhage into the third nerve, the op- 
tic nerve, or the optic chiasm, and subhyaloid retinal 
bleeding originating from rupture of the central 
retinal veins indicates the presence of increased ven- 
ous pressure which is transmitted from the cranial 
cavity to the veins of the orbit. The degree, as well 
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as the extent of the ruptures, is dependent on the 
rapidity of onset and the increase in venous pressure 
in the brain and orbit. 

It was found that there was little, if any, extension 
of hemorrhage by way of the optic canal. Moreover, 
optic nerve sheath hemorrhages do occur in the ab- 
sence of intracranial bleeding. 

The finding that increased venous pressure and 
venous rupture accounts for optic nerve sheath 
hemorrhages may be of importance in the develop- 
ment of papilledema. JosHua ZucKEeRMAN, M.D. 


EAR 


The Etiology of Swimmer’s Exostoses of the Ex- 
ternal Auditory Canals and of Associated 
Changes in Hearing. W. Stirx Apams. J. Lar. 
Otol., Lond., 1951, 65: 133, 232. 

In an attempt to determine the validity of the 
thesis that repeated exposure to cold water in bath- 
ing predisposes to the formation of exostoses in the 
external auditory canals, investigations were made 
in a group of swimmers and compared with non- 
swimmers. A careful history was taken of the habits 
of patients in swimming and bathing. A review of 
the cases presented supports the conclusion of former 
investigators that susceptible individuals develop 
exostoses of the external auditory canal from the 
repeated stimulus of cold water. The lower the tem- 
perature of the water, the greater the irritative 
stimulus. 

A group of swimmers with a history of deafness 
was examined audiometrically in an attempt to ob- 
tain evidence as to possible exostoses in the middle 
ears. Of the cases presented, there were none which 
suggested the presence of hyperostosis or exostosis of 
the middle ear in association with a similar process 
in the outer ear canal. Joun R. Linpsay, M.D. 


NOSE AND SINUSES 


Treatment of Complete Unilateral Bony Atresia of 
the Posterior Nares; a New Technique and a 
Brief Reference to Asphyxia Neonatorum. 
Henry H. BEINFIELD. Arch. Otolar., Chic., 1951, 53: 
539. 


The exact embryological explanation for con- 
genital atresia of the choanae is still obscure. It is 
believed to be due to the persistence of the bucco- 
nasal or nasopharyngeal membranes. When the 
bucconasal membrane fails to rupture, the atresia 
develops. The membrane is formed by nasal epithe- 
lium and pharyngeal epithelium with mesoderm be- 
tween them. The atresia is bony or membranous, or 
both, depending on how much mesoderm remains 
between the epithelium. 

The roof of the posterior nares is formed by the 
alae of the vomer, and the body of the sphenoid. 
The floor is the line of junction of the hard and soft 
palates. The vomer forms the medial boundary, and 
the medial plates of the pterygoid processes form the 
lateral walls. 
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In the adult, symptoms are primarily those of 
persistent nasal obstruction associated with a thick 
mucosal discharge. In the newborn, bilateral poste- 
rior nasal atresia must be thought of in all cases of 
asphyxia neonatorum. Unilateral atresia in the 
= may produce breathing and nursing prob- 
ems. 

Diagnosis is made when a probe or catheter can- 
not be passed through a normal nasal chamber into 
the nasopharynx. X-ray studies with iodized oil 
will verify the diagnosis. 

The following operative procedure was followed on 
a 16 year old girl with unilateral bony atresia of the 
choana. The nasal chamber was anesthetized locally, 
The inferior turbinate was fractured upwards in- 
creasing the amount of room in the lower half of the 
nose. A vertical incision was then made laterally 
just inside the anterior margin of the maxilla, from 
above downwards to the floor of the nose, across to 
the septum and then half-way up the septum. With 
a sharp periosteal elevator, the mucoperiosteum of 
the floor of the nose and the septum was then elevated 
all the way back to the atresia. The mucoperiosteum 
of the anterior surface of the atresia was then elevat- 
ed in all directions. Starting at the floor, with a 10 
mm. gouge, the bony atresia was removed. The 
pharyngeal mucous membrane was not penetrated 
but seemed to be pushed backward by the gouge. 
The elevated mucoperiosteum was then replaced on 
the floor in its former position. 

With a No. 11 Bard-Parker blade, a stellate in- 
cision was made in the mucosa membrane of the 
atresial opening. Using a bougie as a guide through 
the posterior choana into the nasopharynx and out 
through the mouth, a piece of 1 cm. rubber tubing 
was pulled back through the defect into the naso- 
pharynx. The tube was then secured by suturing it 
to the membranous septum. 

The piece of rubber tubing maintained apposition 
of the incised mucosal surfaces of the atresia, the 
newly created bony margins thereby promoting a 
permanent opening. Joun R. Linpsay, M.D. 


Sclerosis of the Antrum. SaAmvuEt L. Fox and Epwarp 
A. NEWELL. Ann. Otol. Rhinol., 1951, 60: 61. 


Several acquired osseous lesions have been re- 
ported to produce complete or partial bony obliter- 
ation of the maxillary sinuses. They are: Paget’s 
disease of bone; monostotic and polyostotic fibrous 
dysplasia; leontiasis ossea; obliterative sinusitis and, 
more rarely, von Recklinghausen’s disease, acromeg- 
aly, syphilis, and xanthomatosis. In obliterative 
sinusitis no external deformity of bone is present, 
thus differentiating this from the other forms of 
acquired osseous lesions of the sinuses. 

Although the etiology of all the above types of 
hyperostosis is indefinite, they are all acquired 
lesions, after a normal antrum is already formed. 
To be differentiated from these acquired osseous 
lesions are cases in which there is partial or com- 
plete absence of the maxillary sinuses. The author 
presents 2 cases in which there was an absence of 
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the maxillary sinuses, incomplete development of 
the ethmoids, and in one case an absence of the 
frontal sinuses. This absence of the sinuses was in- 
terpreted as a failure of development. The failure 
of development of the paranasal sinuses probably 
may be due to different factors, including infection, 
allergy, endocrine imbalance, or trauma. Neglected 
sinusitis in infancy, as proposed by the Wittmaack 
theory, is probably not the only cause. This type 
of developmental disturbance is manifest more often 
by inequality or aplasia of the frontal sinuses, but 
its effects are also seen occasionally in the maxillary 
sinus. 

The first case was that of a man 31 years of age, 
with complaints of cough of several months dura- 
tion, stuffy nose, and mild postnasal discharge. 
There were no headaches or facial pain. His past his- 
tory was noncontributory. Examination of the teeth 
was negative. The nose was free from purulent dis- 
charge. The septum was deflected with a long ob- 
structing ledge along the floor. X-ray films of the 
sinuses revealed absent or rudimentary frontal 
sinuses and increased density overall of the sinuses. 

A submucous resection was done. The ethmoid 
cells were found to be unusually small with thick 
bony septa. A Caldwell-Luc operation was then 
started on the right side. On entering the anterior 
bony wall of the maxilla no antrum cavity could be 
found. The entire region of the antrum was filled 
with a hard diploic type of bone. The left side was 
not explored. 

A second case was that of a 45 year female in 
which the x-ray interpretation was “frontals and 
sphenoids small but clear, antrums and ethmoids 
show a marked increase in density.’’ The ethmoids 
were similar to those in case 1 at surgery. The 
antrums were not opened. 

Differentiation between acquired and develop- 
mental osseous lesions of the maxillary sinuses 
should be made. Clinically, the presence or absence 
of the outline of the bony margin of the maxillary 
sinus roentgenographically is the main finding. In 
cases of acquired osseous obliteration the outline of 
the adult antrum should be discernible; in develop- 
mental lesions, the outline will be absent or very 
small and rudimentary. At surgery in acquired 
osseous lesions, some of the mucous membrane 
lining of the original antrum should be found. 
Sclerosis is suggested by the author as a suitable 
name for this developmental disturbance or ab- 
sence of the maxillary antrums. Infection is, how- 
ever, considered to be only one of several possible 
etiologic factors. Joun R. Linpsay, M.D. 


MOUTH 


Combined Use of the Push-Back and Pharyngeal 
Flap Procedures in the Management of Compli- 
cated Cases of Cleft Palate. Herspert Conway. 
Plastic & Reconstr. Surg., 1951, 7: 214. 


Thirty-eight patients with complicated cases of 
cleft palate, in whom previous operative surgery, 
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often repeated, had been unsuccessful, were oper- 
ated upon and comparisons were made. Only in 
those cases in which the pharyngeal flap operation 
was combined with the push-back operation were 
excellent functional results obtained. In those cases 
in which the push-back operation or pharyngeal 
flap operations were employed alone, the results 
were only fair to poor. 

The operative technique is as follows: endotra- 
cheal anesthesia is used. The neck is extended and 
the mouth held open with a gag. The flap, if based 
inferiorly, must incorporate a longitudinal meas- 
urement of soft tissue above the level of the pos- 
terior extension of the soft palate which is equal to, 
or greater than, the transverse measurement of the 
faulty velopharyngeal aperture. After retracting 
the soft palate, a pharyngeal flap is made through 
the mucosa and superior constrictor pharyngeus 
muscle and dissected from the prevertebral fascia; 
then a rectangular area on the oral surface at the 
end of the soft palate is denuded of mucosa. The 
mucosal defect in the posterior pharyngeal wall is 
closed by undermining the margins and approximat- 
ing with sutures before attachment of the flap. 

The push-back operation is accomplished in one 
stage. The Wardell incision is used. A complete 
mucoperiosteal flap is formed which can be split 
horizontally if the bony defect extends far an- 
teriorly. The lamellar processes are fractured and 
the posterior wall of the bony palatine canal re- 
moved to allow freedom of movement of the pala- 
tine vessels and nerves. There is always resulting 
denudation of mucosa on the nasal side of the 
mucoperiosteal flap. The effect of cicatricial con- 
traction on healing is completely compensated for 
by cicatricial contraction of the raw area on the 
upper aspect of the pharyngeal flap. 

Use of the pharyngeal flap with its base down is 
preferred to a flap with its base up, or cranially. 
The combined use of the push-back and the pharyn- 
geal flap procedures is especially indicated in the 
management of cases in which there is a persistently 
open cleft of the velum, or loss of tissue of the 
velum. 

Care must be taken not to make too wide a 
pharyngeal flap. This makes closure of the defect 
difficult and may affect the eustachian tubes. A 
width of 2 cm. is satisfactory; also, care must be 
taken to avoid fracture of the cervical vertebrae 
during surgery. Joun R. Linpsay, M.D. 


PHARYNX 


Carcinoma of the Hypopharynx; a Clinical Study of 
322 Cases Treated at Radiumhemmet from 1939 
to 1947. FoLKE Jacossson. Acta Radiol., Stockh., 
1951, 35: I. 

The author presents a clinical study of 322 cases 
of carcinoma of the hypopharynx. The term “hypo- 
pharyngeal cancer’ includes all carcinomas from the 
vallecula to the upper part of the esophagus, except 
the intrinsic laryngeal carcinomas. The superior 
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border of the cricoid cartilage divides hypopharyn- 
geal carcinomas into upper and lower groups. 

Over 75 per cent of patients were more than 50 
years of age, and 60 per cent were women.: Carci- 
noma of the upper hypopharynx is more common 
in males, while that in the lower hypopharynx is 
more frequent in the female. The incidence varies 
in different countries. 

Factors considered to be of special importance in 
the development of cancer of the hypopharynx are: 
the Plummer-Vinson syndrome, misuse of alcohol, 
and heavy smoking, especially in the male. In 
women, the incidence of definite signs and symp- 
toms of sideropenia is high; it is considered a pre- 
cancerous condition. In some chronic alcoholics, a 
deficiency of serum iron is found. 

As discomfort and difficulty in swallowing are 
mild, diagnosis is often delayed for more than 6 
months. Carcinomas of the lower part of the 
pharynx often are not diagnosed until cervical meta- 
stases have occurred. The tumor was invisible by 
indirect laryngoscopy in one-sixth of the cases. 

In the majority of cases the lesions were in the 
pyriform fossa. A tumor length of 5 cm. or more was 
common. Slightly over 50 per cent of the cases had 
local lymph node metastases. Distant metastases 
were much less frequent. 

The tumors were predominantly well differen- 
tiated squamous cell carcinomas. The majority of 
the undifferentiated carcinomas were in the upper 
hypopharynx. 

Fractional roentgen treatment is considered the 
method of choice. Treatment is started only follow- 
ing accurate determination of the size, extent, local- 
ization, mode of growth, and appearance of the 
lesion. The treatment is given by means of a spe- 
cial diaphragm, adjustable to the skin surface. The 
beam is directed through fluoroscopy. Four narrow, 
but long, fields are irradiated by the cross-fire tech- 
nique. One field is treated each day, the daily skin 
dose being 400 to 500 roentgens, including back- 
scatter. 

The total tumor dose required to produce a com- 
plete regression of the tumor is about 5,700 to 6,000 
roentgens given over a period of 1 month. To 
achieve this, each field receives 2,600 to 3,000 roent- 
gens. The skin and mucosal reaction with this dose 
is usually minimal. General systemic care is very 
helpful, especially in debilitated patients. In the 
presence of lymph node metastases, teleradium is 
often used in addition to roentgen treatment. 

Patients with metastases seldom can be perma- 
nently cured, but considerable long-term palliation 
is offered. The development of several primary 
carcinomas, usually of the gastrointestinal tract, is 
not too uncommon following irradiation. 

Because of the unavoidably intense irradiation of 
the tissues around the tumor, the mucosa of the 
larynx and hypopharynx becomes sensitive to in- 
fection and irritation and may react with sudden 
edema. In some cases, after a period of freedom 
from symptoms, complaints of dysphagia reappear 


in 5 to 7 months or more after treatment. Direct 
endoscopy and biopsy may show the presence of 
edema and fibrinous epithelitis. This is a late irra- 
diation reaction. Such false recurrences, if again 
treated with irradiation, would cause fatal necrotic 
disintegration. 

Ten per cent of patients treated for carcinoma of 
the upper part of the hypopharynx obtain a 5 year 
cure, in spite of unfavorable material. The 5 year 
cure rate for carcinoma of the lower part of the 
hypopharynx is about 17 per cent. The overall 5 
year cure rate is about 14 per cent. 

Joun R. Lrnnsay, M.D. 


NECK 


Metastasizing Thyroid Adenoma (Das metastasieren- 
de Schilddruesenadenom). H. Fetzer. Fortsch. 
Roentgenstrahl., 1951, 74: 426. 


Metastasizing or malignant thyroid adenoma, thy- 
rogenous osseous metastases, metastasizing colloid 
goiter, and adenocarcinoma of the thyroid gland are 
synonymous. 

The author reports a case of adenocarcinoma of 
the thyroid gland in a woman, aged 42, observed 
over a period of 6 years. She experienced pain in 
the left shoulder following a fall. At the time of the 
first examination no goiter was found. Biopsy of 
the acromial end of the left clavicle established the 
correct diagnosis. In the course of years numerous 
osseous and pulmonary metastases made their ap- 
pearance. 

The differential diagnosis should include osteo- 
lytic osseous metastases of other origin, and also 
bone sarcoma. 

The treatment of choice is irradiation of the 
thyroid gland and the metastases. This treatment 
should be employed to prevent pathologic fractures, 
especially those of the spine. 

Josreru K. Narat, M.D. 


Surgery of the Thyroid (Cirurgia da tiroideia). ApE- 
Lino Costa. Cadernos cient., 1950, 2: 545. 


The therapy of hyperthyroidism has undergone 
few changes since the practicality of surgical removal 
of the gland was demonstrated. Recently, however, 
modern medicine has demonstrated the feasibility 
of the chemical approach. 

The introduction of radioactive iodine and the 
antithyroid drugs has added two new methods of 
thyroid therapy over and above the time-tested 
subtotal or total thyroidectomy. 

The éffectiveness of radioactive iodine is fre- 
quently observed in one single dose despite the 
difficulty in determining the exact dosage to be 
employed, whereas use of the antithyroid drugs is 
simple. Care must be exercised, however, in the 
choice of patients. Patients with cardiac disease, 
malignancy, postoperative recurrence, or drug in- 
tolerance must be treated intelligently without pro- 
longed therapy, and radioactive iodine is contra- 
indicated if sensitivity is observed. 
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The preoperative use of antithyroid drugs, par- 
ticularly in conjunction with iodine, is now well 
established and is considered a most important pro- 
cedure in many cases. Iodine therapy is always 
given from 8 to 10 days immediately preceding 
surgery and, if possible, from 3 to 4 weeks before 
operation is done. 

Surgery effects a go per cent cure, whereas ex- 
pectancy with medical treatment is only 50 per cent 
at best, and medical therapy is contraindicated in 
toxic adenoma. Recurrence is frequent and obser- 
vation must be continuous. Complications of sur- 
gery, on the other hand, are toxicosis in 2.2 per cent, 
myxedema in 4 per cent, tetany in 1.3 per cent, and 
unilateral paralysis of the recurrent nerve in 0.9 
per cent. 

After careful consideration it is believed that hy- 
perthyroidism is a surgically therapeutic corrective 
disease and surgery should take precedence over 
any present day drug therapy. It should consist of 
carefully planned subtotal or total thyroidectomy 
with great care to avoid injury to the recurrent 
nerve and parathyroid bodies while the dissection 
of the gland is being done. 

STEPHEN A. ZreMAN, M.D. 


Surgery of the Parathyroids (Cirugia de las parati- 
roides). SANTOS E. Luccuetti. Dia méd., B. Air., 
IQ5I, 23: 245. 

Surgery of the parathyroids occupies an important 
place in the field of modern medicine, since it is the 
sole treatment of primary parathyroidism, and es- 
sentially the treatment of chronic manifestations of 
postoperative hypoparathyroidism. 

Hyperparathyroidism may be the result of para- 
thyroid adenoma, diffuse hyperplasia, and carcinoma 
of the parathyroid glands. The tumor is rarely de- 
tectable by physical examination (lump in the neck, 
dysphagia) or by roentgenography (calcified mass 
in the region of the neck or anterior or posterior 
mediastinum), and on laboratory examination, not 
all the conditions for which this surgery is indicated 
present classic disturbances in the metabolism of 
calcium, phosphorus, and alkaline phosphatase. For 
these reasons the responsibility of placing the indica- 
tions will have to be that of the operator. However, 
much help may frequently be obtained from the sur- 
geon’s colleagues, particularly from the endocrin- 
ologists and urologists. Collaboration with the ur- 
ologists has in late years resulted in essential im- 
provement in the diagnosis and treatment of renal 
lithiasis. Hyperparathyroidism should always be 
suspected in polyuria, polydypsia, and gastrointes- 


341 


tinal disturbance which does not respond satisfac- 
torily to the usual methods of treatment. 

Once the operation is decided upon, it should be 
carried out with great care; if a parathyroid adenoma 
is found on one side, it does not mean that the other 
side of the neck should not be explored as there 
might be two of them. If less than 4 parathyroid 
glands are identified in the cervical region it usually 
means that at least one is being overlooked, that 
it is lying behind the sternum within the mediasti- 
num, or that it is enclosed within the tissues of one 
of the thyroid lobes or remnants of the thymus. 
The author recalls a patient upon whom he oper- 
ated in collaboration with Finochietto; the gland 
at fault was found imbedded in the fatty tissue re- 
mains of the thymus gland at the level of the in- 
ferior thyroid artery. 

If the entire neck is explored, that is, as far as the 
upper border of the thyroid cartilage, as well as 
the space between the trachea and the esophagus, 
the space behind the esophagus, and all along the 
carotid artery and its pocket, and the adenoma is 
not found, a unilateral or bilateral subtotal thy- 
roidectomy should be done on the chance that the 
offending adenomatous nodule may be imbedded in 
the thyroid gland. 

The exploration of the mediastinum, by way of 
sternotomy, should not be attempted at the time 
of the cervical exploration; the incision in the neck 
should first be allowed to heal. Of course, during 
the exploration of the mediastinum the remnants of 
the thymus should be excised. 

Aside from the usual complications common to 
other forms of surgical intervention (hemorrhage, 
shock, infection) the most important complication 
of parathyroidectomy is postoperative tetany. 
Transient periods of tetany may occur 3 or 4 days 
after the intervention, resulting either from the 
temporary hypofunction of the normal parathyroids 
or from the sudden fall of calcium and phosphorus 
in the blood. Treatment with calcium, vitamin D, 
and parathormone will control the condition until 
normal function of the parathyroid is resumed. 
In patients with serious osseous lesions in whom 
the alkaline phosphatase is higher than 20 Bodansky 
units per 100 c.c. of serum, the manifestations of 
tetany may be very severe, and larger dosages of 
the preparations may be required. If the para- 
thyroid tissues are removed completely there will, 
of course, be a permanent chronic tetany which 
will require either continuous injections of para- 
thormone, or parathyroid implantation by the tech- 
nique of Manfredi. Joun W. BRENNAN, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Cerebral Angiography. J. B. Curtis. Brit. J. Surg., 
1951, 38: 295. 

Since the introduction of cerebral angiography in 
1927, humerous comprehensive articles have been 
written on the subject. The present article is based 
upon a study of 453 angiograms performed by the 
routine three-film method, and 16 serial angiograms. 
The percutaneous technique was successful in all but 
4 of the last 176 patients, so that it has almost com- 
pletely replaced the operative method. The author 
discusses the problems associated with this method, 
namely, perivascular hematoma, the formation of 
fibrinous clots within the needle, and damage to 
vessel walls. 

In the majority of instances a 35 per cent solution 
of diodone was the contrast medium used. The com- 
plications which were encountered are listed as fol- 
lows: (1) burning pain was present in the distribution 
of the artery injected in unanesthetized cases; (2) hy- 
persensitivity to this contrast medium could not be 
completely ruled out by intradermal, intraocular, or 
intracranial sensitivity tests, so the authors finally 
discarded all of them and relied only upon a history 
of asthma or an allergic state as a contraindication to 
the use of this dye; (3) convulsions occurred imme- 
diately after injection in 4 of the 346 patients in 
whom the dye was used; (4) there was an elevation of 
blood pressure in 8 cases in less than.a minute after 
the injection, but this lasted for only 2 or 3 minutes; 
(5) vascular spasm was demonstrated in 1 case by 
transient hemiparesis and impairment of vision; 
(6) renal damage such as that caused by chronic 
nephritis led to a fatal result upon injection of the 
dye in 1 instance. 

Emphasis is placed on the accuracy of the postur- 
ing technique in order to insure the correct projec- 
tion of vessels in various planes. The vascular pat- 
tern in the normal arteriogram is presented with 
special stress on variations from the normal. These 
studies are based on 78 normal] arteriograms, and in 
the majority of these the diagnosis of normality was 
checked by cerebral air studies. The author believes 
that the identification of vessels was more complete 
when rapid serial angiography was used. The im- 
provement is explained by the fact that in a consid- 
erable number of the cases overflow filling shows on- 
ly at an early stage and has faded by the time of the 
normal routine arteriographic exposure. 

The occurrence of an intracranial tumor may be 
evident from the following changes in the angiogram: 
(1) the shift of vessels by direct pressure of the tu- 
mor, edema, or ventricular dilatation; (2) stretched 
blood vessels by infiltration of brain substance by 
tumor; (3) hypertrophied or pathological blood ves- 
sels; (4) absence of normal vessels; (5) changes in the 
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order of filling of vessels and in circulation time, 
These factors are considered in the evaluation of 183 
tumors of the following groups: gliomas, metastatic 
carcinomas, meningiomas, pituitary and suprasellar 
tumors, and cerebral abscesses. The pathologic cir- 
culation was of value in localization, in 75 per cent of 
meningiomas, 75 per cent of glioblastomas, and in 
only 2 per cent of astrocytomas. The phlebogram 
was of greatest value in revealing pathologic circu- 
lation. 

Closer attention to the variations of normal an- 
giograms and the abnormal patterns, as suggested in 
this article, will lend greater precision to the diag- 
nosis of intracranial lesions. The author stresses the 
added value of using rapid serial angiograms to 
bring out the finer differential points in diagnosis. 

Ricuarp C. SCHNEIDER, M.D. 


Surgical Treatment of Extracerebral Hematoma in 
Acute Craniocerebral Injury. Wittt1am KLINGEN- 
SMITH and Haroxp C. Voris. Am. J. Surg., 1951, 81: 
533- 


The authors have analyzed a series of 56 cases of 
extracerebral hematoma in patients treated at the 
Cook County Hospital, Chicago, over a 15 month 
period in 1948 and 1949. 

Particular attention is called to a group of 31 pa- 
tients operated upon during the first 3 days after 
injury. In this group a mortality rate of 74.2 per 
cent occurred. In a group of 8 patients operated 
upon from 3 to 7 days after injury the mortality rate 
was 75 per cent, whereas in a group of 17 patients 
operated upon 1 week after injury, the mortality 
rate was 35 per cent. 

The criteria for the selection of patients was a de- 
crease in the state of consciousness, associated with 
neurologic findings of a lateralizing nature. In this 
group, spinal punctures were performed on 19; 
the pressure was elevated in 17 and normal in 2. 

The operative procedure usually consisted of bi- 
lateral anterior parietal burr holes. When a hema- 
toma was found the burr hole was usually enlarged 
in preference to making multiple burr holes, or per- 
forming a craniotomy. 

It is stated that: “Acute subdural hematoma is not 
always a surgical condition, because it is almost in- 
variably associated with extensive laceration of the 
brain. It is not the expanding hematoma which 
brings about the patient’s death, but the underlying 
damage to the brain substance which usually occurs 
in the frontoparietal region because of the anatomy 
of the skull in this area. The purpose of the ex- 
ploratory burr hole is not necessarily to release a 
subdural hematoma, but to make a positive diag- 
nosis of epidural hematoma which is a condition 
highly responsive to early surgical intervention.” 

Although it is stated that an expanding hematoma 
was not the cause of death, nevertheless, in one of 
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Fig. 1 (Gros and Cazaban). 


the representative case reports, the autopsy re- 
vealed further subdural hemorrhage plus a lacera- 
tion of the anterior parietal lobe. There are un- 
doubtedly other systemic physiologic disturbances 
playing a part in the mortality of these patients. 
Jack I. Wootr, M.D. 


Posttraumatic Chiasma Syndrome with Intra- 
cranial Pneumatocele (Le syndrome chiasmatique 
post-traumatique avec pneumatocéle intra-cra- 
nienne). Cr. Gros and R. CAzABAN. Presse méd., 
1951, 59: 398. 

Intracranial pneumatocele is nearly always caused 
by injury. The authors report the case of a patient 
who was injured in an automobile accident. The 
frontal bone and the mandible were fractured. At 
the time of the accident profuse epistaxis and drain- 
ing of the cerebrospinal liquor from the nose were 
observed. 

Six weeks later the patient complained of failing 
vision and polyuria. The examination at this time 
revealed bitemporal hemianopsia, atrophy of the 
optic nerve, and an intracranial pneumatocele which 
extended 3 cm. above the horizontal portion of the 
frontal bone and posteriorly to the level of the 
frontosphenoidal suture, thus compressing the 
chiasma. Furthermore, complete anosmia and dia- 
betes insipidus with the passage of 3,000 c.c. of urine 
daily were present. 

The pneumatocele was opened by the extradural 
approach, and adhesions from the arachnoid which 
compressed the optic nerves and the chiasma were 
severed as far as technically possible. 

The postoperative course was uneventful. Con- 
trol roentgenograms taken 12 days after surgery 
showed complete disappearance of the pneumato- 


Fig. 2. 


cele, and the diuresis became normal. However, the 
bitemporal hemianopsia and the ophthalmoscopic 
findings were not appreciably improved 3 months 
after the intervention. WERNER M. Sotmirz, M.D. 


Clinical and Roentgenological Considerations of 
Herniation of the Cerebellar Stem Through a 
Hiatus of the Cerebellar Tentorium (Considera- 
zioni cliniche e radiologiche sull’ernia tronco-cere- 
bellare delio hyatus tentorii cerebelli). M. Quarti. 
Chirurgia, Milano, 1950, 5: 161. 

After reviewing the different types of internal 
hernia of the brain, the author discusses certain clin- 
ical and roentgenological problems of herniation of 
the cerebellum through a hiatus of the cerebellar 
tentorium. 

Roentgenological manifestations of this condition 
as noted by the author are: 

1. Dislocation of the pineal gland. Pressure ex- 
erted by the hernia displaces the pineal gland up- 
ward and forward. In 33 per cent of the cases of 
subtentorial tumors, calcification of the pineal gland 
is said to occur. During this gradual process of 
calcification, the gland is to some extent displaced 
upward and forward. 

2. Dislocation of the third ventricle. Roentgen- 
ologically the third ventricle appears slender and 
elongated in its long axis. It is pushed upward pos- 
teriorly and its position tends to become vertical. 
The anterior extremity is sharply removed from the 
sella and thrust toward the anterior clinoid process. 
Its lower border is concave. Its posterior extremity 
is turned to the middle fossa. 

3. Distortion of the aqueduct. As a result of the 
pressure exerted upon it, the aqueduct is markedly 
distorted and roentgenologically its first part (the 
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interlaminar part) appears stenosed and folded up 
which gives it the appearance of a hook. 

4. Distortion of the cisterna. In subtentorial 
tumors the pontine cisterna is not only hidden by 
the declivis cerebelli, but it is covered from above 
down to the dorsum of the sella. The interpeduncu- 
lar cisterna is placed vertically with the lanceolated 
extremity. The two circumpeduncular cisternae are 
elevated and tend to become vertical. 

The clinical signs of herniation of the cerebellar 
stem consist of oculomotor disturbances with modi- 
fication of the pupillary reflexes, vasomotor disturb- 
ances with alternate flushing and pallor of the skin, 
dryness of the tongue, incontinence of the urine and 
feces, yawning and somnolence with loss of con- 
sciousness, hematemesis, disturbance of heat regu- 
lation, tonic spasms of the rigid decerebrate type, 
and profound and prolonged coma. 

BLACKWELL Marxuay, M.D. 


Cerebral Cicatrices in the Infant (Les cicatrices céré- 
brales chez l’enfant). Marc-Ricnwarp KLEIN, J 
LEPINTRE, Guy TARDIEU, and R. GALEz. Sem. H6p., 
Paris, 1951, 27: 796. 

These children manifest their trouble chiefly in 3 
ways: hemiplegias, epileptoid crises, and mental 
retardation. When the exploratory needle is in- 
serted through the cortex it encounters a dense mass 
of tissue which is at times small and well localized, 
rendering decapsulation by blunt dissection easy. 
When removed, the mass is found to consist of dense 
glial tissue with, in the later stages, a complete dis- 
appearance of nervous elements and compression of 
the blood vessels. In the earlier stages (young 
infants) the mass may still be quite vascular with 
permeation of large phagocytic cells and nervous 
elements in process of regression. 

The cicatricial mass lies in the depths between the 
cortex and the ventricle. It is always closely asso- 
ciated with the ventricle itself and in rather a 
typical manner; the extensive processes tend to sit 
astride the ventricle like a cap. The lesion seems not 
to be traumatic; birth injury is seldom elicitable in 
the history of the case. The authors think the 
etiologic factor must be vascular, although they do 
not incriminate syphilis. 

The electroencephalogram shows abnormal waves; 
however, these wave abnormalities do not help in 
delimiting the mass. Of more value in this regard 
is the ventriculogram. The ventricle is dilated and 
pulled towards the area of the cicatrix. A significant 
ventriculographic finding is the tendency of the 
lesion to progress in extent and seriousness. 

The symptoms are regarded as being a sort of 
border effect and, to a certain extent, reversible 
with interruption of the irritation. With this pur- 
pose in view, the more extensive lesions, which 
could not safely be removed, are loosed by blunt 
dissection from the surrounding brain tissue; no 
attempt, however, is made to free the surface 
which rests on the subependymal tissues of the 
ventricle. The dissection is made through one or 
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more small incisions in the cortex. If the cicatricial] 
changes have involved the cortex itself (displace. 
ment of the whole ventricular system towards the 
affected side), no attempt is made at operative 
relief. Children who show too much mental retarda- 
tion are not operated upon. 

Thus far in the authors’ service, a total of 50 
children have been operated upon. Of these, 37 
could be followed closely postoperatively, for peri- 
ods of several months. There were only 2 deaths, 
Of the remaining 35 patients, 18 were noticeably 
benefited and 17 showed no improvement; however, 
in no instance was there an aggravation of the 
symptoms. 

With regard to the three chief manifestations, 
there were 33 instances of hemiplegia with amelio- 
ration in 18, 26 instances of epileptic crises with 
amelioration in 3, and among 23 cases of mental 
retardation, 3 showed augmentation of as much as 
ro in the intellectual quotient. Improvement was 
observed in 6 of 11 cicatrices of the Rolandic region, 
and in 5 of 14 cicatrices of the parietal region (with 
improvement uncertain in 2). There was no im- 
provement in 2 cicatrices in the occipital region, 
and none in 1 cicatrix of the temporal region. 

With regard to the type of operation (excision or 
partial denudation), there was no marked difference 
in results; the slight advantage in favor of excision 
may be explained on the basis of the more favorable 
conditions for which this operation was chosen. 
Most improvement is had for the epileptic seizures 
and for the spastic and athetosic manifestations. 
The operation is not mutilating or dangerous and 
may, in the authors’ opinion, be recommended for 
the bearers of this type of progressive cerebral 
lesion. Joun W. Brennan, M.D. 


Osteoblastic Meningioma in the Orbital Roof (0s- 
teoblastisches Meningeom im Orbitaldach). J. DaHL- 
MANN. Fortsch. Roentgenstrahl., 1951, 74: 306. 


The patient was a 12 year old girl with a past 
history which, except for scarlet fever at 10 years of 
age, was entirely negative. For the past year there 
developed a gradually increasing bulging into the 
left anterior cranial fossa. Here the mass seemed to 
be covered by a corticalis which apparently repre- 
sented the superior cortical layer of the orbital roof 
itself. Laterally, the tumor stopped at the lateral 
border of the orbital roof; medially it had invaded 
the ethmoid labyrinth of the left side of the nose. 
There was, of course, some bulging into the orbital 
cavity itself (exophthalmos); however, here it could 
not be determined preoperatively if there was also a 
cortical covering of the undersurface of the mass. 
At operation, such a covering was demonstrated. 

At operation the roentgenologic findings were veri- 
fied. The tumor mass was embedded in the orbital 
roof between the two cortical layers. It was removed 
by flap exposure through the left frontal region. 
No connection of the tumor with the dura could be 
determined; at one point the dura seemed abnor- 
mally adherent to the corticalis over the tumor and 
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this was excised together with the adherent section 
of bone. Histologic examination of this specimen 
failed to disclose any connections with the tumor 
tissues. 

Histologic examination of the neoplasm showed it 
to be composed predominantly of a hard substance, 
and subsidiarily of a spindle-celled tumor tissue of 
the type of the ordinary meningioma. 

The hard substance was composed in part of cal- 
cified, spherical, and mosaiclike complexes of cal- 
cified masses of manifold forms and sizes. These 
conglomerations were permeated by bundles of fine 
tubules or canaliculi which afforded a certain similar- 
ity to those of dentine. These masses, however, had 
no relation to dentine but represented a calcification 
of hyalinized tumor tissue. 

The other tissue component was composed of 
young, interwoven complexes of spicules of bone 
tissue. 

The tumor cells themselves were rather quiet and 
uniform in appearance, suggesting a benign nature, 
and this benignity was not disturbed by the finding 
of masses of these cells within the Haversian canals 
of the preformed bone itself. This latter tissue was 
cell-rich and soft in consistency. 

Finally there was also found the preformed lamel- 
lar bone tissue which evidently represented the or- 
bital roof and portions of the ethmoid labyrinth. 

The case is presented as an example of a rare oc- 
currence of meningioma in childhood. A part of its 
rarity lies in its primary intraosseous, extradural 
origin. The author assumes that such an exemplar 
has not previously been reported in the literature. 

Joun W. BRENNAN, M.D. 


Surgical Treatment of Diseases of the Pituitary 
Gland (Terapéutica cirargica das afecgdes hipofis4- 
rias). Anténio de Vasconcellos Marques. Cadernos 
cient., 1950, 2: 387. 

Marques places considerable emphasis on ocular 
and roentgenographic signs in the diagnosis of pitui- 
tary diseases. Ultimately, the diagnosis depends 
upon compression findings or consequences of pres- 
sure on the adjacent and relative structures. When 
the optic chiasma is embarrassed by a pituitary tu- 
mor, eye symptoms may be the first lead. 

Hemianopsia and similar eye conditions may be- 
come cardinal signs. It is considered of major im- 
portance, consequently, to examine the fundus in 
every case of disturbed vision. 

Roentgenographic studies of the sella turcica, 
with careful attention to anomalies of this structure, 
may confirm the condition suggested by the ocular 
findings, or direct attention to tumor formation in 
the absence of ocular examination. Calcification 
evidence is not to be regarded lightly. Chromopho- 
bic, acidophilic, and basophilic adenomas are dis- 
cussed and their frequency and therapeutic manage- 
ment indicated. Craniopharyngiomas which mani- 
fest themselves in early life create hypertension and 
alter the morphologic structures as well as vision. 
There is a distortion in sex characteristics. Calcifi- 
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cation in or about the sella is observed in 85 per cent 
of the cases. Considerable judgment must be exer- 
cised in the selection of surgical or radiation treat- 
ment in order that the best results may be obtained 
in each specific type of tumor. It must be remem- 
bered that in neoplastic diseases of the pituitary 
gland it is frequently impossible to remove the 
entire tumor and, hence, only symptomatic relief may 
be expected. Because of the high mortality, under 
the circumstances it might be best to withhold sur- 
gical treatment. STEPHEN A. Z1EMAN, M.D. 


SPINAL CORD AND ITS COVERINGS 


Prolapse of the Thoracic Disc (Der thorakale Band- 
scheibenprolaps). F. W. Krott and Ernst REIss. 
Deut. med. Wschr., 1951, 76: 600. 


Twenty-seven cases of prolapse of the thoracic 
disc are reported by the authors. Myeloscopy was 
used for the diagnosis in all of the cases, and opera- 
tion confirmed the condition in 16. In order of fre- 
quency, prolapse of a thoracic disc is preceded by 
similar conditions in the lumbar and cervical regions. 
No prolapsed disc was ever observed in the region 
of the upper five dorsal vertebrae. This is due to 
favorable static conditions in that area. 

In 8 cases the affected disc was found between the 
eleventh and twelfth vertebrae and in 14 cases be- 
tween the twelfth and fourteenth vertebrae. 

Seventeen prolapsed thoracic discs formed 5 per 
cent of the entire group of 300 discs that were 
operated on by the authors. 

If small amounts of iodized oil are injected, my- 
elography may be considered a harmless procedure 
and should be employed in each case in which a 
rupture of a disc is suspected. 

The average age of the patients was 43 years. 
Apparently degenerative processes play an impor- 
tant réle in the genesis of the condition. 

The authors recommend microlaminectomy for 
removal of the ruptured disc. The dura mater need 
not be opened as resection of one-half of the dorsal 
process provides sufficient exposure. Severing of the 
posterior roots is superfluous. 

Josepu K. Narat, M.D. 


PERIPHERAL NERVES 


Spontaneous Compression of the Median Nerve at 
the Wrist. Grorce S. PHALEN. J. Am. M. Ass., 
IQ5I, 145: 1128. 


Eleven cases of spontaneous compression of the 
median nerve at the wrist, seen at the Cleveland 
Clinic, Cleveland, Ohio, during the past 2 years, are 
presented. Because of failure to recognize this little 
known syndrome, it is frequently considered rare. 
All conditions associated with known trauma or 
other pathologic disturbances such as tumors, de- 
generative diseases, and nerve root irritation were 
excluded. 

The diagnosis is believed to be simple because the 
history is typical, i.e., a gradual onset of numbness 
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and tingling limited to the median nerve distribution 
of the hand. When first seen, most patients have had 
symptoms for a period of over a year. At first the 
sensory changes are rather transient, but after many 
months a constant hypesthesia occurs. Associated 
with this is a progressive weakness, clumsiness of the 
hand, and atrophy of the thenar eminence. Tinel’s 
sign was present at the wrist over the median nerve 
in all of the author’s cases. Sharp flexion of the 
wrist for a period of 60 seconds increased the numb- 
ness and paresthesia, which was considered a useful 
diagnostic test. 

The majority of the patients were women, and no 
definite pathologic cause for the condition could be 
found. 

Treatment consisted of dissection of the trans- 
verse carpal ligament along its medial border to 
minimize any remote possibility of damage to the 
motor branch of the median nerve. Eight of the 11 
patients obtained uniformly good results. 

Jack I. Wootr, M.D. 


Peripheral Nerve Tumors (Tumeurs des nerfs périphé- 
riques). J. MINNE and A. MARCHAND-ALPHANT. 
Lille chir., 1951, 6:23. 

The authors report 5 cases of peripheral nerve 
tumors in which operation was done. They include 
1 case fo neurosarcoma of the ulnar nerve which was 
resected, The nerve gap was repaired by a graft, 
but there was no return of function 8% years after 
implantation. 

The second case was an interfascicular neuro- 
fibroma of the ulnar nerve which could be enucleated 
with recovery and complete function. 

The third patient had a small glioma of the third 
sensory branch of the median nerve at the base of 
the finger which also could be extirpated. He re- 
tained a sensory loss of the first and second fingers. 
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The fourth patient had a benign neurinoma which 
was removed from the radial nerve at the level of 
the axilla. ' 

The fifth case was that of an 18 year old man who 
had a 17 cm. long tumor growing within the trunk 
of the median nerve of the forearm. This tumor was 
irregular in shape and size, and its main mass meas- 
ured 3 cm. in diameter. It proved to be malignant 
and originated from Schwann’s cells. Three years 
after operation the patient had nearly complete 
motor and sensory recovery. 

The authors also review the literature on periph- 
eral nerve tumors encountered as isolated tumors or 
associated with Recklinghausen’s disease. 

GEORGE PERRET, M.D. 


MISCELLANEOUS 


Treatment of Pulmonary Complications in Neuro- 
surgical Patients by Tracheotomy. G. Winston 
TAYLOR and GEORGE M. AusTIN. Arch. Otolar., 
Chic., 1951, 53: 386. 


The authors have evaluated 15 neurosurgical pa- 


‘tients with complications requiring tracheotomy. 


It is believed that the following criteria in cerebral 
cases indicate the advisibility of tracheotomy. 
These are (1) depressed cough and gag reflex, (2) 
obstruction by relaxed tongue and pharyngeal mus- 
cles, (3) tendency to aspirate solids and liquids, 
(4) rapid recurrence of respiratory obstruction in 
spite of frequent turning, aspiration, and hyper- 
ventilation. 

Although a decision regarding tracheotomy will 
be arrived at by co-operation between the neuro- 
surgeon and bronchologist, such procedures should 
more often be elective and not be considered excep- 
tional emergency procedures. 

Jack I. Wootr, M.D. 
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CHEST WALL AND BREAST 


Primary Actinomycosis of the Breast. J. A. Luoyp 
Davies. Brit. J. Surg.,1951, 38: 378. 


Actinomycosis of the breast may be primary, or 
may be secondary by direct extension from the lung 
through the chest wall. Brief abstracts of 13 pre- 
viously reported proved cases of primary actinomy- 
cosis of the breast are given, and the author reports 1 
personal case. None has been reported in the male 
breast. 

The patient whose case is reported presented a 
history of recurrent abscesses of her breast with dis- 
charge of yellow pus from the nipple, followed by 
improvement and then recurrence. Examination re- 
vealed an indurated, tender, nonfluctuant mass be- 
neath the nipple of the left breast. Pus could be ex- 
pressed by pressure and examination of it revealed 
gram-positive mycelia. Anaerobic culture showed 
actinomyces bovis. X-ray examination revealed no 
underlying disease. Treatment consisted in paren- 
teral administration of penicillin to a total of 
4,900,000 units. The mass disappeared and the pa- 
tient became well. 

Three main clinical types may be seen: (1) early 
stage of recurrent abscess formation; (2) late stage 
of multiple sinus formation; and (3) quiescent stage 
of chronic abscess formation. 

Present-day therapy is accomplished with pro- 
longed courses of antibiotics or sulfonamides, and 
adequate drainage of the abscess. Simple mastec- 
tomy should be reserved for the late stages of the 
disease. The etiology is discussed as well as the dif- 
ferential diagnosis. Simulation of the disease to 
simple, acute breast abscess is stressed. 

Donatp C. Geist, M.D. 


The Therapeutic Problem of Cancer of the Mam- 
mary Gland (Sobre el problema terapéutico del 
cancer de la mama). Francisco J. Marfn G6érriz. 
Clin. laborat., Zaragoza, 1951, 36: 161. 


The author reviews the procedures and techniques 
used for the treatment of cancer of the mammary 
gland. He divided his cases according to the Stein- 
thal classification. 

Type I, which was the least frequent, had a surgi- 
cal 5 year survival of 65 per cent, and type II one 
of only 26.8 per cent. For both types, radiation 
therapy of the tumor combined with total mastec- 
tomy was found to give the best results. The total 
dose of radiation given to the skin was 6,000 
roentgens. 

Types III and IV were considered to be influenced 
only by irradiation. 

Estrogen therapy is advisable particularly in fe- 
male patients older than 60 years with types III 
and IV (Steinthal) of mammary cancer. 

Wit1am E. Ricketts, M.D. 
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Mammaryplasty and Its Complications, with Spe- 
cial Reference to Nipple Loss and Its Replace- 
ment. Harotp B. THate. Plastic & Reconstr. 
Surg., 1951, 7: 296. 

Unattractive scarring, unequality in the size of 
breasts or nipples, temporary or permanent loss of 
nipple sensation, or loss of one or both nipples may 
complicate mammaryplasty. In addition, lactation 
may be a problem in patients of child-bearing age. 
Necrosis and sloughing of one or both nipples is 
probably the most serious and distressing of these 
problems. 

The author presents the case of a patient who un- 
derwent mammaryplasty for macromastia, which 
procedure was followed by the sloughing of the left 
nipple. Six months after the primary procedure, 
prominent scars and superfluous fat were excised 
from the right breast under local anesthesia, as an 
office procedure. Three weeks later the same pro- 
cedure was performed on the left breast, which made 
the breasts equal in size. 

Finally, under local anesthesia, and as an office 
procedure, a transplant from the left labium minus 
was applied to replace the left nipple after excising 
the scar. This transplant took weil and closely resem- 
bled the nipple on the right. 

Jacos T. BRADsHER, Jr. M.D. 


TRACHEA, LUNGS, AND PLEURA 


Pedunculated Air Cyst of Undetermined Origin 
(Quisto aéreo pedicular de natureza indeterminada). 
Esteves Pinto. Gaz. méd. Port., 1951, 4: 28. 


Pinto describes the interesting observation of a 
36 year old male with an air cyst in the thorax which 
communicated with the main left bronchus by means 
of a narrow pedicle. The origin of the process re- 
mained unknown as the histological examination of 
the walls of the cyst disclosed nonspecific inflam- 
mation. Witt E. Ricketts, M.D. 


A Review of Surgically Treated Lung Abscess. LEw- 
1s H. BosHek, Jr. J. Thorac. Surg., 1951, 21: 370. 


A study was made of all cases of nontuberculous 
lung abscess in which surgical treatment was ad- 
ministered at the Barnes Hospital, between 1943 and 
1949. 

As a result of improved surgical techniques and 
extensive use of antibiotics, the mortality of sur- 
gically treated lung abscess has declined from 38.8 
per cent, prior to 1943, to 16 per cent in the period 
from 1946 through 1948. The frequent employment 
of pulmonary resection in many instances, in prefer- 
ence to drainage, has contributed significantly to the 
reduction in mortality, as well as to an increase in 
the cure rate, particularly in the complicated cases. 

The postresection empyema rate, which was 68 

per cent in the period from 1943 through 1945, was 
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reduced to 21 per cent in the period from 1946 
through 1948. This reduction coincided with the ex- 
tensive use of antibiotics, as well as with the more 
general application of individual ligation technique. 
SAMUEL Kaun, M.D. 


The Arteriovenous Angiomatosis of the Lung with 
Hypoxaemia. ANTONIO GIAMPALMO. Acta med. 
scand., 1950, 139: Supp. 248. 

The author reports his investigation of 57 patients 
with arteriovenous angiomatosis of the lung. 

The patients are usually young people between 
20 and 30 years of age who gradually develop the 
hypo-oxygenating syndrome. The syndrome us- 
ually is present from childhood but occasionally 
may become evident in adolescence or even later. 
The syndrome almost constantly consists of cya- 
nosis, dypsnea, polycythemia, clubbed finger, he- 
moptysis, epistaxis, and frequently paroxysmal 
manifestations of cerebral and cardiac hypo-oxy- 
genation. This presents a similar picture to those 
congenital heart lesions with pathological mixing of 
the arterial and venous blood, such as the syndromes 
of Fallot and Eisenmenger. In the angiomatoses, 
however, the clinical and radiological examinations 
of the heart show no essential changes, whereas the 
x-ray examination of the lungs show one or more 
irregular, rounded shadows of suspected vascular 
nature. The process is usually in the lower lobe and 
predominantly on the right side. The lesions are 
connected with the hilar shadows by cordlike shad- 
ows of vascular type. The pulsations can become 
visible on screening and they react to Valsalva’s 
and Miiller’s tests in that they retract or expand, 
respectively. 

The surgical and postmortem findings reveal that 
these lesions consist of angiomatous malformations 
with wide arteriovenous anastomoses. As the re- 
sult of these, a shunt develops in the lesser circula- 
tion, through which a part of the venous blood 
flows from the branches of the pulmonary artery 
being detoured out of the alveolar ventilation, di- 
rectly into the left heart through branches of the 
pulmonary vein, which necessarily results in hypo- 
oxygenation of the blood. Skin or mucous mem- 
brane angiomas or telangiectasis, particularly on the 
lip, which have been present for many years, can 
yield useful information in suspected cases. 

The rich and complex vascular makeup of the 
lung which, among other things, normally provides 
for arteriovenous anastomoses, presents a favorable 
site for the development of angiomatous lesions in 
general, and those of arteriovenous type in particular 
during the fetal period. 

It may very well be that small arteriovenous 
connections are present at birth in some cases. The 
hypo-oxygenating condition develops as the anas- 
tomoses become larger. It must also be theoretically 
admitted that small arteriovenous anastomoses nor- 
mally present in the lung can, under certain cir- 
cumstances, enlarge pathologically to develop into 
an arteriovenous fistula. Orvitte F. Grimes, M.D. 
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Bronchial Adenoma; Nomenclature and Present 


Methods of Treatment. 
Thorac. Surg., 1951, 21: 349. 

Although bronchial adenomas are considered to be 
epithelial, they are generally believed to be separated 
characteristically from the surface epithelium of the 
bronchus. They apparently do not originate in the 
surface epithelium, but probably from bronchial 
glands. 

In the majority of cases, the symptoms resulting 
from bronchial adenomas can be ascribed to compli- 
cations more often than to the tumor itself. Cough, 
hemoptysis, and expectoration are common; they 
probably are due to bronchial obstruction, with 
resultant atelectasis and bronchiectatic changes. 
Pneumonia, pleurisy, or empyema may be the pre- 
senting clinical picture. Mild chest pain, dyspnea, 
fever, loss of weight, and wheezing may be present. 
The severity of the symptoms usually depends on 
the severity of the secondary conditions. Physical 
findings are frequently absent until secondary de- 
velopments occur; the findings then are those caused 
by the secondary condition. 

Five cases of adenoma of the bronchus are re- 
ported. Much confusion results from the use of 
varying and nondescript nomenclature. It is sug- 
gested that “adenoma” be reserved for the group as 
a whole, and that “carcinoid adenoma” and ‘‘mixed 
tumor adenoma” be used exclusively in classifying 
these, since the terms are adequately descriptive 
and have been used previously. The name “cylin- 
droma” should be discarded. 

At least 3 of the 5 patients whose cases are re- 
ported could not have been properly treated by 
bronchoscopic instrumentation alone. Only surgical 
exploration can allow a clear evaluation of the condi- 
tion, and permit definitive treatment, because the 
bronchial adenoma extends or metastasizes peri- 
bronchially and to the mediastinum. 

In any patient suffering from repeated episodes 
of pulmonary inflammation, chronic cough, or 
hemoptysis, without adequate explanation, the 
presence of bronchial adenoma should be suspected 
and ruled out. SAMUEL Kanan, M.D. 


Rosert D. Doty. J. 


Primary Solitary Neurogenic Tumors of the Lung. 
WaLterR DIvELEy and Ro.uin A. DANIEL, Jr. J. 
Thorac. Surg., 1951, 21: 194. 


Two case reports—one of a neurofibroma and 
one of a neurogenic sarcoma which arose as pri- 
mary tumors of lung tissue—are presented by the 
authors. 

The literature is reviewed and the variety of such 
lesions (2 previously reported) is discussed. 

Joun H. Kay, M.D. 


Bronchiogenic Neoplasm Masquerading as Alveolar 
Cell Carcinoma; With Report of a Case Clarified 
Only by Autopsy. W. L. Porrs and Horace B. 
Davinson. J. Thorac. Surg., 1951, 21: 402. 


Human alveolar cell carcinoma has been described 
under such names as encephaloid carcinoma, pul- 
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monary adenomatosis, carcinosis, pulmonary mu- 
cous epithelial hyperplasia, diffuse primary alveolar 
carcinoma of the lung, alveolar cell tumor, primary 
multiple alveolar cell tumor, and pulmonary alveolar 
adenomatosis. 

In reviewing the literature on alveolar cell car- 
cinoma, the authors found considerable difference 
in opinion concerning the persistence of human 
alveolar epithelium after the fifth fetal month; how- 
ever, the consensus is that certain cells persist in 
relic form and, after irritation and stimulation, may 
be readily demonstrated. Whether or not primary 
tumor occurs from the alveolar epithelium is de- 
batable, but most investigators believe that car- 
cinogens and irritants may occasionally produce a 
localized neoplastic change. This is known to occur 
in laboratory animals, and similar irritation is also 
generally accepted as partially responsible for human 
carcinomas of the bronchogenic type. Sheep may 
develop a somewhat parallel alveolar lesion known 
as jagziekte, presumably caused by a virus, but ap- 
parently most frequently seen in flocks with a gene- 
tic predisposition to such lesions. 

More than 70 cases of alveolar cell carcinoma have 
been recorded in the literature, but it is believed by 
some investigators that the tumor is not primarily 
alveolar in origin, having themselves demonstrated 
direct communication between a responsible bron- 
chial site and involved alveoli in their studies. The 
workers who favor primary alveolar tumor as an 
entity point out characteristics which distinguish it 
from other malignancies. These criteria include 
multicentricity of pulmonary lesions, reduplication 
of the alveolar pattern by cells whose morphology 
differs entirely from that of bronchogenic carcinoma, 
and the failure to identify primary neoplasms else- 
where. 

Using these criteria as a guide, the authors made 
the diagnosis of primary alveolar cell carcinoma. 
Sputum and bronchoscopic exfoliative studies, 
bronchoscopic biopsy, postresection specimen exa- 
mination, and gross autopsy findings all supported 
this impression. The patients’ symptoms were those 
described in the literature, with lack of agreement 
between respiratory symptoms and extreme pul- 
monary involvement, by roentgenogram. Until post- 
mortem section study was completed, the case re- 
ported in detail by the authors simulated other cases 
reported as authenticated primary alveolar car- 
cinomas. The diagnosis had apparently. been made 
before any operative procedure was offered. Micro- 
scopic postmortem studies, however, disclosed pri- 
mary bronchogenic adenocarcinoma with widespread 
tumor metastasis assuming an extremely striking 
and characteristic alveolar pattern. 

The authors point out that caution should be used 
in labelling any condition ‘‘ primary alveolar tumor” 
unless careful search has excluded a primary bron- 
chial site. It is believed that the tumor is not as 
common as has been reported and that the alveolar 
tumors are frequently metastatic in type. 

Jacos T. BRADSHER, JR., M.D. 
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A Case of Pulmonary Sarcoma (Su un caso di sar- 
coma del polmone). V. GIACOMELLI. J. internat. 
chir. thorax, 1950, 2: 311. 

A case report of sarcoma of the lung is presented. 
This was the only case observed at the National 
Tumor Institute of Milan from 1928 to 1950. During 
this time 64 cases of pulmonary carcinoma were seen. 

A 40 year old female with symptoms of 6 months’ 
duration was seen in July, 1949. She first noted a 
generalized weakness followed by pain in the left 
chest and a nonproductive cough. Dyspnea came 
on next and this was followed by hemoptysis of 
severe degree. Subsequently, she had two milder 
attacks of hemoptysis. She did not smoke. 

Physical examination revealed bronchial breath- 
ing in the left upper chest. Anemia of the hypo- 
chromic type was present. X-rays revealed a mass 
in the left upper chest which was localized in the 
superior lobe on the anterolateral aspect. A tentative 
diagnosis of cyst was made. Bronchoscopic exami- 
nation revealed some stenosis and rigidity of the 
superior left bronchus. 

Surgery was advised and a left thoracotomy 
through the fifth rib was performed under endo- 
tracheal anesthesia. The patient suddenly expired 
while pleural adhesions were being freed. 

A large tumor about the size of an orange was 
found in the upper lobe. This was very vascular 
and presented many necrotic areas. In one region 
it had eroded through a secondary bronchus and 
projected into the lumen. The histological diagnosis 
was spindle-cell sarcoma. 

A review of the literature is presented with dif- 
ferent classifications. X-ray therapy gives better 
results than those obtained for carcinoma of the 
lung, but the improvement is only temporary. Sur- 
gery offers no chance for cure. 

LuciAN J. Fronput1, M.D. 


Pulmonary Resection in Children (Les résections 
pulmonaires chez l’enfant). J. MatHrey. Sem. hép. 
Paris, 1951, 27: 1359. 

Relatively small dimensions of the bronchial tree 
in children predispose to obstruction of bronchi, 
anoxia, and atelectasis after pulmonary resection. 
Moreover, the compensation for blood losses must 
be more exact than in adults because the blood re- 
serves are relatively low, while the danger of over- 
burdening the circulation is considerable. On the 
other hand, children generally recover more rapidly 
and more completely than adults. 

The author reports 9 pneumonectomies and 35 
partial resections performed on patients younger 
than 15 years of age. The indications for the latter 
were in the descending order of frequency: bron- 
chiectases, lung abscesses, emphysema, cysts, tuber- 
culosis, and actinomycosis. All of the patients were 
operated on in the face down position. 

There were 4 fatalities attributable to the opera- 
tion. In 13 cases temporary atelectasis, in 1 case 
empyema, and in 2 cases subglottic edema was the 
sequel of the operative procedure. The last-men- 
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tioned complication was due to intubation. Post- 
operative hyperthermia deserves careful attention. 

The late results were favorable: the respiratory 
function was satisfactory and the children were able 
to lead a normal life. 

Several favorable factors may be noticed in chil- 
dren as compared to adults: usually the pulmonary 
condition is the sole organic lesion, and the general 
resistance is excellent; the lung parenchyma is very 
soft, and possesses great aptitude toward re-expan- 
sion and considerable functional possibilities; and 
the thoracic cage is plastic and facilitates anatomic 
and physiologic adaptation after pulmonary re- 
section. Josern K. Narat, M.D. 


HEART AND PERICARDIUM 


Patent Ductus Arteriosus: Recurrence Following 
Ligation. Cart B. Davis, Jr., EcBErT H. FELL, 
and BENJAMIN J. GAsuL. Surgery, 1951, 29: 714. 


The author discusses the ligation of a patent 
ductus arteriosus with three suture ligatures in a 
7 year old girl. Two months after operation there 
was return of a continuous murmur. One year later 
at a second operation, the ductus arteriosus was 
successfully divided. The conditions at second 
operation showed the silk sutures closely approxi- 
mated and displaced to the aortic end of the ductus. 
At this time a Potts-Smith aortic clamp, instead of 
the Potts ductus clamp, was employed on both ends 
of the ductus. A row of continuous mattress sutures 
was applied to the inner layer, and the outer layer 
of the ductus was closed with an over-and-over 
suture procedure of No. 5-0 silk. 

The result of this closure of the ductus by di- 
vision and suture has warranted its use in 24 suc- 
ceeding cases with good results and without mor- 
tality. STEPHEN A. ZIEMAN, M.D. 


Cardiac Tamponade: Treatment by Aspiration. 
DaNIEL C. ELKIN and Roy E. CAMPBELL. Ann. 
Surg., 1951, 133: 623. 

In the normal individual, blood is returned to the 
right heart as the result of the proper pressure dif- 
ferential between the right atrium and the vena cava. 
The external force of pericardial effusion increases 
the pressure in the atrium, interfering with cardiac 
filling, and resulting in an increase in pressure in the 
vena cava and the entire venous system. With the 
fall in arterial pressure associated with hemorrhage, 
a decrease in blood volume on the arterial side of the 
vascular system occurs, accompanied by an increase in 
volume on the venous side. When the increased 
venous pressure is unable to overcome the increased 
atrial pressure, which these authors state may be- 
come as high as 255 mm. or more of water, the cir- 
culation fails. When, however, pericardial effusion 
occurs over a long period of time relief from much 
of the pressure on the atrium occurs with thinning 
and dilatation of the pericardium. In the acute 
process, occurring with stab wounds of the heart, 
little dilatation of the pericardium occurs and even 


small amounts of pericardial effusion may be fatal. 
If the pleura is involved, and pericardial fluid may 
leak out into the pericardial cavity, tamponade will 
not occur and the patient will present signs only of 
hemorrhage and hemothorax. 

In the typical case of cardiac tamponade the 
patient is unconscious and presents signs of shock; 
the heart sounds are weak and may be inaudible. 
The arterial pressure is low and there may or may 
not be increased venous pressure as demonstrated 
by dilated veins. Fluoroscopic examination of the 
chest may be of value in that it will reveal marked 
diminution or absence of cardiac pulsation. 

These authors report 18 cases of stab wounds of 
the heart. In 17 of these, the wounds were treated 
conservatively, with a mortality rate of 5.9 per cent; 
pon I patient treated by operation subsequently 

ied. 

Patients in whom a presumptive diagnosis of wound 
of the heart is made on admission to the hospital, 
are treated as follows: 

Intravenous fluid is administered until whole blood 
is available. The superficial wound is cleansed and 
sutured. Associated injuries, including head in- 
juries and intra-abdominal injuries, are excluded by 
examination. Fluoroscopy of the chest is performed. 
If severe tamponade appears to be present, and the 
patient does not respond to intravenous fluids, a 
pericardial aspiration with use of a sharp-beveled 
17 or 18 gauge needle is performed through the left 
fourth intercostal space, or through the epigastrium 
just lateral to the xiphoid process. The patient is 
placed in the prone position, and the point of the 
needle is inserted into the skin slightly to the left of 
the tip of the xiphoid, directed superiorly, and deep- 
ly enough to clear the costal cartilage, with constant 
suction on the plunger of the syringe. If tamponade 
is present, dark liquid blood is obtained when the 
pericardial cavity is entered. The relief afforded by 
this procedure is said to be dramatic. Surgical ex- 
ploration is postponed for as long as improvement 
is observed in the patient’s condition. If he relapses 
into shock or does not respond, immediate operation 
is advised, although additional attempts at aspira- 
tion may be made as a temporary measure. The pa- 
tient’s blood pressure is taken at 10 and 15 minute 
intervals until stabilized; morphine is given every 4 
hours, and antibiotics are administered. 

In 6 of the 18 cases reported here the patients re- 
ceived supportive measures alone, and 12 received 
one or two pericardial aspirations yielding from 10 
to 300 c.c. of blood; 4 of the wounds were inflicted 
with ice picks, the remainder with knives. In 3 
patients, measurements were taken of pressure in the 
right atrium by passage of the catheter through the 
anticubital vein. 


The patients who survived have been followed for 


periods of from 2 months to 4 years. The only post- 
traumatic complication noted in the series is. one in 
which the patient experienced recurrent pericardial 
effusion at 1 month and 5 months after injury, 
which was treated by subsequent pericardial aspira- 
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tion. The authors recommend the trial of conserva- 
tive management with aspiration of the pericardium 
in all cases of tamponade, while the operating room 
is being prepared. If good results are obtained, it is 
recommended as definitive treatment in selected 
cases, under careful observation. 

Attan D. Cattow, M.D. 


ANew Vascular Anastomosis for the Surgical Treat- 
ment of Certain Cardiovascular Defects (Su 
una nuova anastomosi vasale tee la terapia chirur- 
gica di alcuni vizi cardiovascolari). C. A. CARLON, 
P. G. Monpini, and R. DE Marcu. Gior. ital. 
chir., 1950, 6: 760. 

A new treatment of certain cardiovascular defects 
consists of end-to-end or end-to-side anastomosis 
between the azygos vein and the right ramus of the 
pulmonary artery. The operation has been success- 
fully carried out on dogs. A double ligature is also 
placed on the superior vena cava below the bifurca- 
tion formed by the azygos vein and immediately 
above the entrance of the vena cava into the right 
auricle. Thus, all the blood from the upper half of 
the body is carried through the right lung and re- 
turns to the left heart through the right pulmonary 
vein without passing through the right heart. An 
angiopneumograph of the right lung performed by 
way of the external jugular vein showed the velocity 
of the vascular circuit to be approximately uniform. 

An autopsy performed on a dog that expired on 
the eleventh postoperative day from _ bilateral 
empyema showed the anastomosis to be function- 
ing perfectly. There was no appreciable change in 
the size of the heart. 

This procedure is suggested also for insufficiency 
of the right side of the heart. 

EpitH B. FarNswortu, M.D. 


Azygopulmonary Anastomosis in the Treatment 
of Mitral Stenosis (L’anatomose azygo-pulmonaire 
dans le traitement du rétrécissement mitral). F. 
D’A.taInEs and Cua. Dusost. J. chir., Par., 1951, 
67: 389. 

The association of mitral stenosis with interauricu- 
lar communication alleviates the first-mentioned 
condition. Pulmonary edema and hemoptysis are 
less pronounced, while auricular fibrillation and 
right ventricular insufficiency appear only in ad- 
vanced stages of the lesion. 

Cardiac catheterization demonstrates the fact 
that in a well compensated mitral stenosis there is 
frequently a considerable difference in pressure be- 
tween the lesser and the major circulation: while 
the pressure in the right auricle remains about zero, 
that in the left auricle may reach from 30 to 35 mm. 
of water. 

The existence of an interauricular communica- 
tion in Lutembacher’s syndrome counteracts the 
left auricular hypertension and renders the disease 
more tolerable. 

It occurred to the authors that such communica- 
tion may be created surgically, but that the pro- 
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cedure would be difficult and dangerous. On the 
other hand, a shunt between a pulmonary vein and 
a vein belonging to the major circulation would 
accomplish the same purpose by creating an in- 
direct anastomosis between both auricles and yet, 
being an extracardiac procedure, would involve a 
lesser risk. For technical reasons the authors se- 
lected for anastomosis the azygos vein and the right 
superior pulmonary vein. 

The operation is indicated only in the presence 
of a considerable difference in pressure in the right 
and left auricles, such as is present in Gallavardin’s 
edematous mitral stenosis. This condition, found 
mostly in women younger than 30 years, is char- 
acterized by crises of acute pulmonary edema occur- 
ring after exertion or during the menarche. The 
difference in pressure in the veins of the major cir- 
culation and in the distended pulmonary veins is 
not accompanied by right ventricular insufficiency. 

In 2 of 3 patients in whom a shortcircuit had 
been established, the mean right ventricular pressure 
fell and in 1 patient it remained unchanged. 

A rise of pressure in the right auricle constitutes 
a contraindication to the shunt. Chronic pulmonary 
edema and myocardial damage also render the op- 
eration more dangerous. 

Oxygen is administered for a few days preceding 
the operation which is performed under intra- 
tracheal intubation. The exposure is obtained 
through a right anterior thoracotomy and resection 
of the anterior portion of the third rib. Either a 
terminolateral or an end-to-end anastomosis is 
performed. Joseru K. Narat, M.D. 


Method for the Anastomosis of the Superior Vena 
Cava with the Right Ramus of the Pulmonary 
Artery (Sulle modalita per realizzare l’anastomosi 
fra la vena cava superiore e il ramo destro della 
arteria polmonare). P. G. Monprn1, C. A. CARLON, 
and R. pE Marcai. Gior. ital. chir., 1950, 6: 775. 


Surgical techniques for the anastomosis of the 
superior vena cava with the right ramus of the 
pulmonary artery are described. These have been 
worked out first in dogs and subsequently in ca- 
davers. The ligation and section of the azygos vein 
is accomplished as a preliminary step in the pro- 
cedure. The superior vena cava may then be di- 
vided and anastomosed to the right pulmonary ar- 
tery, the cardiac end being securely ligated. An 
alternative procedure is end-to-side anastomosis of 
the right pulmonary artery to superior vena cava. 

In each procedure, the blood returning to the 
right heart via the superior vena cava is deviated 
to the right pulmonary artery and thus avoids pass- 
age to the right heart. It has also been advisable 
to insert a cannula into the azygos vein, oxygenate 
the derived blood, and reinfuse it through the fem- 
oral vein. This procedure is recommended in the 
surgical treatment of certain congenital defects as- 
sociated with cyanosis, such as the tetralogy of 
Fallot and stenosis of the pulmonary artery. 

EpitH B. Farnswortn, M.D. 
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ESOPHAGUS AND MEDIASTINUM 


Spontaneous Rupture of the Esophagus: Report of 
2 Cases. WittiAM E. Puitip and JoHNn. Comer. 
Ann. Int. M., 1951, 34: 1258. 


Two new cases of spontaneous rupture of the eso- 
phagus with a fatal outcome are reported. In both 
cases the rupture was in the lowest portion of the 
esophagus. Periphera] vascular collapse, bloody 
vomitus, severe epigastric and substernal pain, to- 
gether with a history of heavy alcoholic drinking and 
retching were present in both cases. Subcutaneous 
emphysema of the upper chest was not present. 
Diagnostic laboratory procedures such as pleural 
tap (testing for hydrochloric acid) and barium swal- 
low are mentioned as possible tests. Difficult fea- 
tures in differential diagnosis, especially of perforated 
peptic ulcer, are discussed. 

Rosert L. Craic, M.D. 


The Treatment of Esophageal Diverticulum by 
Inversion. Donatp E. Cosurn. N. England J. 
M., 1951, 244: 791. 

The problems associated with the surgical treat- 
ment of esophagopharyngeal diverticulum are due 
to the fact that the esophagus withstands surgery 
poorly, and that the location of the diverticulum 
allows any postoperative infection direct access to 
the mediastinum. These two factors have resulted 
in a careful and slow evolution of development of an 
operation that would cure the condition and yet be 
safe for the patient. The two-stage operation meets 
both of these criteria; however, in the past few years, 
with the increased use of antibiotics, there has been 
a decided trend toward the more frequent use of the 
one-stage procedure for removal of the diverticulum. 
Complications resulting from either of these proce- 
dures are still more frequent and more serious than 
a review of the literature would lead one to suspect. 

The procedure whereby the diverticulum is in- 
verted into the pharynx without excision has been 
used extensively in Europe for the treatment of this 
condition. The main advantage of such a procedure 
is that the risk of infection from an open esophagus 
is avoided. 

The method of inversion is not applicable to large 
diverticula, or to those diverticula in which there is 
any suggestion of malignancy. The author suggests 
that many large diverticula become quite small once 
their overlying fascia has been removed, and may 
therefore easily be treated by invagination. Opera- 
tion is carried out under local infiltration and trans- 
cervical novocain block. The patient is therefore 
conscious and has an active swallowing reflex which 
is often of considerable help both in identifying the 
sac and in completing its dissection. A Levine tube is 
passed into the stomach prior to the surgical proce- 
dure. It is very important that the neck of the sac 
be widely mobilized at its junction with the esopha- 
gus in order not to leave a redundant angle at the 
inferior border that might serve as a nidus for the 
development of another diverticulum. 
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The author records the case histories of 4 patients 
having diverticula of the esophagus treated by the 
invagination method. Each patient made an un- 
eventful recovery and has been asymptomatic since 
operation. ORVILLE F. Grimes, M.D, 


Esophageal Fistula in a Right Extrapleural Pneu- 
mothorax (Fistule oesophagienne dans un pneu- 
mothorax extrapleural droit). L. CHRISTOPHE. Acta 
chir. belg., 1951, 50: 127. 

The author reports a case in which an esophageal 
fistula occurred following an extrapleural pneu- 
mothorax. The thorax was drained. The patient 
was fed through a gastric tube. The transverse colon 
was freed and brought up subcutaneously into the 
neck, the cecum being anastomosed to the rectum. 
The distal end of the transverse colon was anasto- 
mosed to the stomach. Later the esophagus was 
anastomosed to the colon in the neck. Recovery 
and function are good. 

Tuomas C. Dovuctass, M.D. 


Benign Intramural Tumors and Cysts of the 
Esophagus. RicHarp T. Myers and H. H. Brap- 
sHAW. J. Thorac. Surg., 1951, 21: 470. 


Tumors originating from smooth muscle, con- 
nective tissue, nerve sheath elements, and cysts 
developing from bronchial or esophageal cell rests 
comprise the majority of surgically significant benign 
intramural tumors of the esophagus. The location 
of these tumors within the musculature of the 
esophageal wall, with no involvement of the mucosa, 
frequently permits their enucleation without enter- 
ing the lumen of the esophagus. In a few cases, 
esophageal resection may be necessary. Cases of 39 
surgically treated benign intramural extramucosal 
tumors have hitherto been reported. Three more 
cases are described (1 leiomyoma and 2 cysts), in 
which treatment by enucleation was successful. 

The total number of 42 cases reported comprised 
solitary tumors in all but one instance, in which 2 
leiomyomas were found. Twenty tumors were in 
the lower third of the esophagus, 15 were in the 
middle third, and 7 were in the upper third. Twen- 
ty-six leiomyomas, 11 cysts, 3 fibromas, and 2 neuro- 
fibromas were found. The age of the patients ranged 
from 19 months to 66 years. 

The majority of the intramural tumors—leio- 
myomas—arise from smooth muscle of the esophag- 
eal wall, are occasionally multiple, and tend to re- 
main localized in an arc of the esophageal wall, but 
in growth may partially or completely encircle it. 
Cysts of bronchial and esophageal origin have a 
close relationship embryologically; histologically, 
their lining mucosa shares common characteristics 
which makes their differentiation difficult. The sin- 
gle distinguishing characteristic is that true eso- 
phageal cysts contain no cartilage, whereas broncho- 
genic cysts may contain cartilage. 

Fifty per cent of the patients complained of 
dysphagia; 15 patients had pain in the chest; 9 had 
respiratory complaints—cough, dyspnea, and wheez- 
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ing. Fourteen patients suffered from epigastric 
buring, vomiting, and indigestion. 

Significant physical findings were absent. The 
diagnosis rests on contrast roentgenographic and 
fluoroscopic examination of the esophagus. The 
demonstration of a smooth dome-shaped cap of 
barium adjacent to a rounded protrusion into the 
lumen of the esophagus suggests a benign intra- 
mural tumor. 

In the majority of cases, simple enucleation of the 
tumor may be accomplished. Samuet Kaun, M.D. 


Leiomyomas of the Esophagus and Their Treat- 
ment by Simple Enucleation (Les léiomyomes de 
loesophage et leur traitement par enucléation sim- 
ple). CHALNOT, Faivre, LocHarp, and Haan. 
Presse méd., 1951, 59: 224. 


Two patients with leiomyomas of the superior 
part of the thoracic esophagus were cured by simple 
enucleation with preservation of the mucosa. 

In a 26 year old man a tumor 8 by 15 cm. was 
found. Correct diagnosis was established by the 
histologic examination. In the second patient, a 
man 35 years of age, the condition was recognized 
during the roentgenographic examination before the 
operation. The tumor measured 3 by 6 cm. 

Seventy-five per cent of all benign tumors of the 
esophagus are leiomyomas. They either cause the 
syndrome of esophageal stenosis, especially inter- 
mittent, capricious dysphagia, or they produce signs 
of mediastinal compression, such as compression and 
deviation of the trachea or painful phenomena. 
Scout films may reveal a shadow, while a lacunar 
or an arborescent image may be dmonstrated after 
the ingestion of barium. Esophagoscopy is of lesser 
importance because intact mucosa overlying the 
tumor prevents the taking of biopsies. 

Approach from the right side is recommended for 
extirpation of tumors which are located in the 
upper two-thirds of the esophagus. 

JosepH K. Narat, M.D. 


Surgery of Mediastinal Tumors (Chirurgie des tu- 
meurs médiastinales). Vorstav STorANovitcH. J. 
internat. chir., Brux., 1951, II: 125. 


The author, of the University Hospital at Bel- 
grade, Yugoslavia, suggests a classification of medi- 
astinal tumors and reports on 13 cases of his own 
in which operation was done. 

He emphasizes that a clear distinction should be 
made between true tumors and other space-occupy- 
ing processes such as endothoracic goiter, thymus 
hyperplasia, lymphogranuloma, cold abscesses, 
aneurysm of the aorta, and actinomycosis. 

In 3 of the 13 cases extrapleural mediastinostomy 
was used, in all of the others the transpleural route 
of approach was chosen. 

The 13 cases are described in detail. They in- 
cluded 3 cysts, 2 ganglioneuromas, 2 neurofibromas, 
1 leiomyoma of the esophagus, 2 teratomas, 2 malig- 
nant tumors, and 1 hydatid cyst of the mediastinum. 

WERNER M. Sotmitz, M.D. 
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Some of the Peculiarities of the Surgical Anatomy 
of the Thoracic Duct (Su alcuni particolari di ana- 
tomia chirurgica del dotto toracico). L. MANzoccar 
and S. GARBERINI. Chirurgia, Milano, 1950, 5: 173. 


Of all the mediastinal organs, the one which most 
often eludes direct inspection is the thoracic duct. 

The difficulty of identifying with certainty at 
operation an organ of such physiological importance 
as the thoracic duct demands that the surgeon have 
an exact and detailed knowledge of the region in- 
volved in order that he may operate with a reason- 
able margin of safety. 

After reviewing the classical description of, and 
the most recent researches on, the thoracic duct, the 
authors sought to verify, on the cadaver, the surgi- 
cal anatomy of the thoracic duct. 

The points which they sought to ascertain were: 

1. The histological characteristics of the tissues 
which surround the duct in the mediastinum, and of 
the tissues which are interposed between the duct 
and the adjacent organs, especially the esophagus. 

2. Whether under physiological conditions, these 
tissues always permit easy separation of the esopha- 
gus from the duct, or whether an area of very dense 
adhesions exists between these organs. 

3. The level in the thorax at which the danger 
of a surgical lesion of the duct is greatest and the 
precautions which can be taken to prevent such a 
lesion. 

4. The elective sites for therapeutic intrathoracic, 
transpleural ligation of the duct. 

Anatomical researches were carried out on 10 
fresh cadavers of individuals from 37 to 71 years of 
age, 8 males and 2 females. 

Transverse serial sections at different planes were 
studied and histological sections prepared by the 
usual methods were made for the connective tissue 
studies. 

In dissection, the surgical technique for removal 
of the esophagus by right and left transpleural ap- 
proaches was carried out. 

From their researches the authors conclude: 

1. There is a definite variation in the relation 
between the esophagus and the thoracic duct and 
between these organs and the other mediastinal 
organs when the supra-aortic and the subaortic 
segments of the duct are considered. 

2. In the subaortic segment, the thoracic duct is 
separated from the esophagus by a thick layer of 
adipose and connective tissue, while it is fixed to 
the vertebral column by a continuation of the pre- 
vertebral fascia. This anatomical condition permits 
an easier isolation of the whole esophagus by means 
of a right transpleural approach than by a left 
transpleural approach and renders more difficult an 
accidental lesion of the duct during resection of the 
esophagus. 

3. The point of election for transpleural, intra- 
thoracic ligation of the duct is a point at the level 
of the eighth thoracic vertebra. When it is possible, 
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the ligature should be placed under direct vision. 
If it is impossible to identify the duct positively, 
then the ligature should be secured in the mass of 
tissue of the retroesophageal interazygosaortic space. 

4. In the supra-aortic segment, the duct is sepa- 
rated from the esophagus by a thin layer of connec- 
tive tissue; consequently the tissue separating the 
two organs is less evident and the duct remains 
closely adherent to the esophagus during dissection. 
When the esophagus is approached at this level by 
a left transpleural route across the triangle of Poirier, 
there is a layer of dense fibrous connective tissue, 
an expansion of the prevertebral fascia, beneath 
the mediastinal pleural and the subpleural space, 
which must be incised and obliterated before the 
esophagus is reached. On the right an analogous 
formation does not exist, and therefore it is better 
to approach these organs directly across the colum- 
nar azygos-cava-innominate quadrangle. 

5. The point of election of ligation of the duct is 
in the supra-aortic segment in the left postero- 
inferior angle of the triangle of Poirier, and on the 
right at the posteroinferior angle of the columnar 
azygos-cava-innominate quadrangle. Ligation on 
the left is always possible under direct vision. On 
the right it is rarely possible under direct vision, and 
then it is done in the mass of retroesophageal tissues. 

BLACKWELL MarxuaM, M.D. 


The Treatment of Pulmonary Metastases (Trata- 
miento de las met4stasis pulmonares). ALEJANDRO 
Victorica. Hoja tisiol., Montev., 1951, 11: 52. 


The patient was a 33 year old single woman who, 


about 3 or 4 years ago, noted a swelling of the 
hypothenar eminence of the left hand. A curettage 
of the synovial bursa at this area disclosed a his- 
tological picture suggesting sarcoma (a conjunctive 
vascular new formation). Eight months after this 
curettage the swelling began to be painful and had 
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evidently increased in size. A roentgen examination 
at this time disclosed the shadow of a tumor of the 
soft tissues in the region of the hypothenar eni- 
nence. The fifth metacarpal bone showed a thinning 
of the corticaJis but no actual interruption of con- 
tinuity, spicule formations, or periosteal reaction 
were noted. 

The hand and arm were amputated at the level 
of the inferior third of the forearm. Histologic exam- 
ination disclosed an extremely vascular tumor of 
the soft parts of the hypothenar eminence of the 
left hand. The dominant cell was a small round one, 
somewhat larger than a lymphocyte. The nuclei 
were extremely atypical, both as regards shape and 
staining properties. There were, in addition, some 
ovoid and fusiform cells, which, however, were quite 
short and stubby and arranged in cords and bands, 
The diagnosis was sarcoma. 

Eighteen months after this amputation the pa- 
tient started to have pain in the anterior region of 
the left hemithorax. This was diagnosed roent- 
genologically as pulmonary metastasis and was 
removed by lobectomy. Histologic examination 
showed that this metastasis was very similar in 
appearance to the original tumor of the hand. 

The author accepts the postulations of J. Alex- 
ander (Surg. Gyn. Obst., 1947, 35, 129) with reference 
to the indications for operating on these pulmonary 
metastases. Since such patients always die of 
the metastatic new growth if it is not removed, 
operation would seem indicated in an instance of 
solitary pulmonary metastasis, even if the presence 
of other, as yet undetectable, metastases cannot be 
ruled out. Of course, a biopsy of the original tumor 
area might be necessary to prove that the primary 
new growth is actually cured, and the patient must 
be able to withstand such severe surgical trauma as 
the removal of a pulmonary lobe or part of a lobe. 

Joun W. Brennan, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Right Inguinal Hernia Following Appendectomy. 
MANUEL E. LICHTENSTEIN and I. M. Isor. Am. J. 
Surg., 1951, 81: 436. 

A review of 576 patients with inguinal hernia, 
who underwent treatment at the Norwegian-Ameri- 
can Hospital, Chicago, revealed that in the 67 pa- 
tients with previous appendectomy the incidence of 
right inguinal hernia was twice as frequent as in 
the remainder of the series. In the 67 patients who 
had had previous appendectomy, 59 per cent showed 
right inguinal hernias, 18 per cent showed bilateral 
hernias, and 23 per cent showed left inguinal her- 
nias. The ratio of right to left was 2.67 to 1. In the 
509 cases of inguinal hernia not preceded by appen- 
dectomy the ratio of right to left. was 1.31 to 1. 
The cause of this greater frequency is most likely 
injury to or destruction of the transversalis fascia. 

It is pointed out that when the internal inguinal 
ringis enlarged either by accidental trauma, incision, 
or by tearing due to increased intra-abdominal 
pressure, herniation may result. Damage or slough- 
ing of the transversalis fascia caused by undue 
operative trauma or infection may result in the 
bulge of a direct inguinal hernia, predispose to an 
indirect hernia, or permit the bulge of an incisional 
hernia. Damage to the internal oblique muscle 


removes the shutter mechanism which aids in main- 
taining the integrity of the inguinal region. Injury 


to the nerve supply to this muscle may result in 
atrophy. 

This study emphasizes the need for preserving 
the structures of the abdominal wall in the right 
lower quadrant during muscle-splitting and right 
rectus incisions. Nerves and muscles should be 
protected from injury during surgery. In the right 
rectus incision, careful closure of the posterior 
sheath of the rectus muscle and transverslis fascia 
prevents weakness which is responsible for hernia 
formation. ; Curtis Artz, M.D. 


GASTROINTESTINAL TRACT 


Carcinoma of Esophagus and Gastric Cardia. Joun 
H. GrsBBon Jr., FRANK F. ALLBRITTEN, JR., and 
Joun Y. Tempieton, III. J. Am. M. Ass., 1951, 
145: 1035. 

A series of 89 cases of cancer of the esophagus 
and the cardia of the stomach is reported. In 67 
patients the lesion was primary in the esophagus, 
and in 22 patients it was primary in the stomach. 
The disease predominantly affects males and its 
greatest incidence is in persons between the ages 
of 50 and 70 years. The outstanding initial symp- 
tom is difficulty in swallowing which occurs in 
over two-thirds of patients. The symptoms existed 
for periods of 1 month to 2 years, with an average 


duration of 6 months before a definitive diagnosis 
was made. The diagnosis is readily established by 
roentgenography and esophagoscopy. Despite the 
delay in making the diagnosis in this series, four- 
fifths of the patients had no evidence of distant 
metastasis when first seen. 

In three-quarters of the patients operated upon, 
it was possible to resect the esophagus and restore 
continuity of the digestive tract. The operative 
mortality in patients having resection of the esopha- 
gus and the gastric cardia, followed by anastomosis 
of the esophagus and stomach or jejunum below 
the aortic arch, was 10 per cent. The operative 
mortality following removal of the lesions, requiring 
anastomosis above the aortic arch or in the neck, 
was 61 per cent. The authors can give no explana- 
tion for this sharp increase in mortality following 
supra-aortic anastomosis. 

It would appear from this small series that the 
3 year survival rate of all patients in whom the 
esophagus is resected is in the neighborhood of 30 
per cent, and the 3 year survival rate for patients 
who survive the operation and leave the hospital 
is in the neighborhood of 40 per cent. The prognosis 
for patients with adenocarcinoma of the stomach 
appears to be somewhat more favorable than that 
for patients with squamous cell carcinoma of the 
esophagus. The end results of the treatment of 
this disease can be improved only by earlier recog- 
nition and reduction of the operative mortality in 
those patients in whom an anastomosis is performed 
above the arch of the aorta. 

Ey Etxtiotr Lazarus, M.D. 


Relations Between Histologic Lesions and Roent- 
genologic Signs of Cancer of the Gastric Mu- 
cosa (Rapports entre les lésions histologiques et les 
signes radiologiques des cancers de la muqueuse 
gastrique). Guy ALBot and Jacques TOUuLET. 
Arch. mal. app. digest., Par., 1951, 40: 5. 


Relations between histologic changes and roent- 
genologic findings were studied in 277 cases of early 
cancer of the stomach. The material comprised (1) 
cancer in situ with preserved glandular architecture, 
(2) cancer of the mucosa with disturbed architecture 
of this structure, (3) submucous cancer, and (4) 
classical cancer of the entire stomach wall. This 
article deals only with cancer of the gastric mucosa. 

During the stage of involvement of the mucosa, 
the roentgenographic image does not reproduce the 
cancer, but only modifications of the submucosa 
resulting from the reaction to the tumor, such as 
sclerosis, muscular contractures, edematous and in- 
flammatory infiltrations, or functional changes. 

While in the aforementioned fourth stage, or in- 
vasion of the entire thickness of the gastric wall, 
stiffness of the wall points to a neoplastic infiltra- 
tion, a niche indicates an ulceration, and a lacuna 
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suggests a neoplastic vegetation, such conclusions 
cannot be drawn from roentgenographic findings 
during the second stage, or invasion of the mucosa. 
Likewise, signs useful in the differential diagnosis of 
benign or advanced malignant lesions of the lesser 
curvature are not applicable to early stages of gastric 
cancer. 

Existence of niches without ulcerations and of ul- 
cerations without niches during the stage under dis- 
cussion demonstrates the importance of functional 
phenomena, variable and labile, in the genesis of 
roentgenographic signs. 

To summarize, the diagnostic value of radiologic 
findings in the differential diagnosis of benign and 
malignant lesions of the stomach is considerably 
smaller at this stage than in more advanced condi- 
tions because certain benign lesions may show the 
same nonspecific reactions of the submucosa as 
cancerous lesions. Josepu K. Narat, M.D. 


Partial Gastrectomy in the Treatment of Bleeding 
Peptic Ulcer; A Report on 50 Consecutive Oper- 
ations. K. O. Parsons and L. W. ALDRIDGE. 
Brit. J. Surg., 1951, 38: 370. 


The authors offer an account of their experiences 
with 50 consecutive cases of partial gastrectomy for 
bleeding peptic ulcer. 

All of the patients were first admitted to the 
medical unit as emergencies. Initial treatment in all 
cases consisted in inducing mental and physical rest 
by the careful use of sedatives, a puree diet, and the 
free use of blood transfusion. In individuals so 
treated and beyond the age of 40 years, the mortality 
reached 48 per cent for those with chronic gastric 
ulcer and 35 per cent for those with chronic duodenal 
ulcers. 

Patients selected from this group were then sub- 
mitted for surgical care. Three conditions in general 
governed their selection: (1) recurrent brisk bleed- 
ing or continuous bleeding after admission to the 
hospital, (2) the diagnosis of a chronic peptic ulcer, 
and (3) the patient had to be 40 years of age or more. 
The bleeding was severe enough in all cases to have 
reduced the hemoglobin to 35 per cent or less. 
Thirty-four patients had gastric ulcers and 16 had 
duodenal ulcers. Their average age was 47.7 years. 

The patients were given sufficient blood by trans- 
fusion to replace the blood loss and were then sub- 
jected to a Hofmeister type of partial gastrectomy. 
In g patients the ulcer was not palpable at opera- 
tion; 4 of these patients were subjected to gastro- 
tomy in order to locate the ulcer. The authors, how- 
ever, now believe that it is better, even in the pres- 
ence of an impalpable ulcer, to proceed without 
gastrotomy and perform the resection. Postopera- 
tive care included the use of penicillin. 

Forty-three or 86 per cent of the patients recov- 
ered successfully, and 7 or 14 per cent died. The 
authors consider the mortality disappointingly high. 
Six of the patients died from bronchopneumonia and 
acute suppurative bronchitis. One patient had an 
associated cholecystitis with gangrene of the fundus 
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requiring cholecystectomy as well as gastrectomy. 
This patient died from peritonitis. 

Less extensive procedures than gastrectomy have 
been considered, but the authors’ experience with 
such procedures has been unfavorable, and they do 
not recommend them. It is concluded that surgery 
has a definite place in the treatment of bleeding 
peptic ulcer, especially in the patient beyond 40 
years of age. The mortality rate, while high, is def- 
initely lower in this group than in that treated 
medically. Donatp C. Geist, M.D. 


Acute Perforation of Gastroduodenal Ulcer Treated 
Conservatively. Epmonp Scorr. Brit. M. J., 
1951, 2: 675. 

Fifteen cases of unselected perforated gastroduo- 
denal ulcer treated without operation are reported 
from the Birch Hill Hospital, Rochdale, England. 
There was one complication, a subphrenic abscess, 
which required drainage, but there were no fatalities, 
One patient developed signs of a pelvic abscess 
which did not require surgical intervention and was 
discharged on the twenty-eighth hospital day. The 
diagnosis of perforated ulcer was confirmed by x-ray 
evidence of air under the diaphragm or later surgery 
in 7 cases. In the 8 other cases diagnosis was made 
after careful consideration of the clinical signs and 
symptoms. 

The regimen of treatment included: (a) continu- 
ous intragastric suction from 48 to 72 hours, (b) 
intravenous administration of 5 per cent glucose in 
saline solution, (c) morphine, 1/6 gr. every 6 hours for 
three or four doses, (d) penicillin, 40,000 or 60,000 
units every 4 hours, and (e) deep breathing exercises. 

From this small series the author suggests that 
immediate operation in simple gastroduodenal per- 
foration is no longer necessary and that any surgical 
intervention should be reserved for such complica- 
tions as may arise. Curtis Artz, M.D. 


Expectant Treatment of Perforated Peptic Ulcer. 
A. Davis Beattie. Brit. M.J., 1951, 2: 992. 


Between October, 1947 and October, 1950, the 
author treated all patients with acute perforated 
peptic ulcer admitted to his ward by the conserva- 
tive or expectant method. No attempt was made to 
select patients with regard to either the time inter- 
val between the onset of perforation and hospital 
admission, or length of time after a meal when per- 
foration occurred. Laparotomy was resorted to 
only if the clinical condition of the patient failed to 
respond to routine expectant measures. 

In the cases admitted to this series the diagnosis 
was established beyond a reasonable doubt by evi- 
dence of (1) a classical clinical picture of perforation, 
(2) gas under the diaphragm oni x-ray examination, 
and (3) subsequent barium studies which indicated 
the presence of gastroduodenal ulceration, either 
healed or active. In all, 40 cases (37 male, 3 female) 
met the author’s provisions for the diagnosis. 

The treatment employed in all cases was imme- 
diate aspiration of any remaining stomach contents, 
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followed by continuous Wangensteen gastric suc- 
tion. Sedation, intravenous administration of fluids, 
and penicillin were routine measures. This treat- 
ment was continued until the acute symptoms 
settled. The indications for laparotomy were failure of 
abdominal tenderness and rigidity to subside, and a 
rapid or rising pulse rate. Operative intervention 
was required as a secondary procedure in 3 patients 
and of these, 2 died. 

The results of treating 40 unselected patients 
conservatively are reported by the author; death 
resulted in 4 patients, or 10 per cent. However, 2 
of these 4 patients had ultimately undergone secon- 
dary laparotomy. The failure rate with expectant 
treatment was 12.5 per cent. Thirty-one patients of 
32 with perforated duodenal ulcers recovered under 
conservative treatment, but only 1 of 4 with anterior 
perforations of the stomach survived. There was a 
high incidence of chest complications during the 
treatment. The author has now abandoned nonsurgi- 
cal treatment in favor of surgical treatment in every 
case of perforated peptic ulcer. 

Epwarp F. Lewison, M.D. 


Discussion on the Operative and Conservative 
Treatment of Perforated Peptic Ulceration. 
DicBy CHAMBERLAIN, HERMON Tay tor, J. F. R. 
BENTLEY, E. W. BEpFoRD-TURNER, and Others. 
Proc. R. Soc. M., Lond., 1951, 44: 273. 


In the discussion, CHAMBERLAIN stated that clo- 
sure of the perforation has hitherto been the basic 
principle in the treatment of perforated peptic ulcer. 
For some years, partial gastrectomy has been ad- 
vocated for perforation, if the patient has been in 
good condition, but in England radical operation 
has been reserved for a later period. Recently, the 
conservative treatment of perforation has been 
used. From a study of the results reported, Cham- 
berlain believes that simple suture has given the 
best results, with a mortality of 7.4 per cent for the 
20 year period analyzed. Gastric ulcer carries more 
than twice the mortality of duodenal ulcer. The 
gross mortality has been reduced to 6 per cent in the 
past 2 years, as a result of chemotherapy, the anti- 
biotics, and more efficient anesthesia. The mortality 
in women is higher than in men because of delay in 
the diagnosis. 

TAYLOR stated that there had been no alternative 
to immediate suture of perforated ulcers until re- 
cently. It is known now that a perforation seals it- 
self when the stomach is empty. Since the peritoneal 
contents remain sterile for several hours after a per- 
foration and since the object of operation is to pre- 
vent further spillage, it seems to be possible to 
achieve the same effect by keeping the stomach 
empty by repeated aspiration of its contents. Of 28 
patients so treated up to 1946, 4 died. Unless severe 
infection has already developed, therefore, Taylor 
continues to treat acute perforations by aspiration. 
In cases with peritonitis and toxic absorption, it 
may be necessary to remove the toxic fluid from the 
peritoneum. In these cases suture of the perforation 
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is done, but in very ill patients the pelvis and renal 
pouches are drained under local anesthesia and gas- 
tric aspiration is relied on to prevent further peri- 
toneal infection. Air swallowing is one major pitfall 
in this treatment, since the air tends to pass through 
the perforation and thus prevents its sealing. Of a 
second series of 73 patients, 7 died; 5 of these would 
have died with any treatment. 

BENTLEY described the technique of aspiration. 
Misdiagnosis and persistent leakage are the two 
dangers encountered. 

BEDFORD-TURNER believes that the conservative 
method is extremely useful when a skilled surgeon 
is not obtainable, but that the best treatment is still 
operation. SAMUEL Kaun, M.D. 


Fluid and Electrolyte Balance in Intestinal Ob- 
struction. FREDERICK A. COLLER and RoBERT E. 
L. Berry. Minnesota M., 1951, 34: 414. 


A review of the chemical imbalances associated 
with obstruction of the bowel is presented. The 
work of Wangensteen, O’Shaughnessy, MacCallum, 
Hartwell and Hoguet, Gatch, Gamble, and others is 
cited in the development of our knowledge in respect 
to this subject. Many aspects of fluid and elec- 
trolyte balance in intestinal obstruction remain 
poorly understood because of inadequate under- 
standing of the dynamics of fluids between various 
fluid compartments of the body. 

The great bulk of experimental and clinical data 
suggests that almost all of the deleterious systemic 
effects associated with intestinal obstruction are due 
to dehydration and bowel distention and that toxe- 
mia in simple obstruction probably does not exist. 
Strangulated obstructions, and particularly those 
in which bowel perforation has occurred with general 
peritoneal contamination, may produce toxemia but 
the toxemia is due to peritonitis and not to the 
obstruction itself. 

The degree of depletion of body fluids and elec- 
trolytes as chloride and potassium, both extracellular 
and intracellular, depend upon the site of the ob- 
struction, the duration of the périod of loss, and 
whether perforation of the bowel with resultant 
peritonitis has taken place. As a general rule, the 
higher the obstruction and the more prolonged the 
period of distention and vomiting, the greater will 
be the loss. 

All attempts at replacement of the constituents of 
the extracellular and intracellular fluid compart- 
ments lost in intestinal obstruction must be geared 
to the history and clinical picture presented by the 
patient. Laboratory studies of the blood and urine 
provide secondary guides. Exact rules for the re- 
placement of electrolyte cannot be offered because 
of the necessity of adjusting such administration to 
the clinical condition of the patient. Emphasis is 
chiefly upon the replacement of extracellular sodium 
and chloride and then upon the intracellular ion 
potassium. 

When manifest symptoms and signs of severe 
dehydration are present, between 4 and 6 per 
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TABLE I. SYMPTOMS AND PHYSICAL SIGNS PRO- 
DUCED BY LOSS OF TWO TO SIX PER CENT 
OF BODY WEIGHT AS EXTRACELLULAR SALT 
WATER 








Two to 4 per cent loss of body Four to 6 per cent loss of body 
weight as extra cellular salt water weight as extracellular salt water 





Anorexia Aggravation of all signs and 
Apathy symptoms found in 2-4 
Weakness per cent body weight loss 
Reduced affective responses Retching 
Nausea Orthostatic hypotension 
Vertigo Tachycardia 
Soft pulse Wrinkled tongue 
Diminished peripheral Marked loss of tissue turgor 
venous filling “Putty” like muscles 
Variable changes in Soft eyeballs 
blood pressure Shock 
Loss of tissue turgor 


cent of body weight has been lost as water and 
electrolyte. 

This is a clinically effective index (Table I) as to 
the quantity of repair fluid necessary for repletion. 
In the absence of shock or hypotension 0.6 per cent 
sodium chloride solution, rather than 0.9 per cent, 
should be used as this solution is handled more 
physiologically and provides immediate water for 
insensible loss through skin and lungs, as well as 
water for urine formation. If hypotension and shock 
are present as a result of sodium chloride depletion, 
then 1.5 to 2 per cent sodium chloride combined with 
blood transfusions should be administered until the 
blood pressure is brought to satisfactory levels. Re- 
pletion can then be continued with the 0.6 per cent 
solution. 

Maintenance of electrolyte balance can be main- 
tained by volume for volume replacement of the 
extrarenal loss of body fluids (excepting insensible 
loss), with lactated Ringer’s solution. 

The importance of replacing intracellular potas- 
sium, lost in the gastrointestinal secretions, has been 
proved experimentally. Two to 6 gm. of potassium, 
either as chloride or phosphate, should be added to 
the repair solutions daily, but only after adequate 
urinary output has been obtained, as there is danger 
of heart block when serum potassium levels ap- 
proach 1o to 12 milliequivalents. 

Additional water to provide for the insensible loss 
through the skin and for the formation of sufficient 
urine should be given as 5 per cent glucose in dis- 
tilled water. Insensible loss ranges from 1,000 
to 2,000 c.c. per day and varies with the environ- 
ment. Another 1,000 c.c. of fluid, or more, is neces- 
sary to insure adequate urination. 

When dealing with normal kidneys, a most ac- 
curate index of water needs may be obtained by the 
urinary specific gravity. If the specific gravity is 
less than 1.020 the kidneys are getting adequate 
water to perform efficiently, and if the specific grav- 
ity is greater than 1.020 the kidney in all probability 
is not obtaining enough water. There are hazards 


TABLE II.—SYMPTOMS AND PHYSICAL SIGNS 
PRODUCED BY ABSOLUTE WATER AND/ OR 
SALINE EXCESSES 








Absolute water excess Saline excess 





1. Due to extrarenal excre- Disorientation 
tion of excess water: Anorexia 
Salivation Nausea 
Lacrimation Vomiting 
Nonprojectile vomiting Hoarseness 
Diarrhea Heavy eyelids 
Intracutaneous edema Diminished urine flow in re- 
lation to intake 
2. Due to increased intra- Subcutaneous edema 
cranial pressure: Pulmonary congestion 
Headache Edema of parenchymal or- 
Disorientation gans 
Muscle twitching Ascites 
Bradycardia Hydrothorax 
Vomiting 
Nausea 
Elevated blood pressure 
Anorexia 
Increased spinal fluid 
pressure 
Convulsions 
Coma 


of overhydration, particularly in older patients and 
those with poor cardiac reserve, and it may be neces- 
sary to slow or discontinue the administration of 
fluids if symptoms occur. 

The carbon dioxide content of the blood is used as 
the measure of acid base balance, which may in- 
crease or decrease the blood px, depending upon the 
relative loss of sodium and chloride. Alkalosis as 
manifested by increased blood pH and carbon diox- 
ide content will respond to Ringer’s solution. Severe 
alkalosis may require 0.9 ammonium chloride solu- 
tion as well as potassium salts. 

Acidosis manifested by low carbon dioxide con- 
tent and blood pu, may be treated by a one-sixth 
molar solution of sodium lactate provided shock or 
liver damage is not present, as it is inefficiently 
utilized when those conditions are present. In such 
cases 1.3 per cent sodium bicarbonate will be 
necessary. 

In strangulation, a serious loss of blood occurs and 
when there is a severe sodium salt depletion, a 
corresponding depletion occurs in the total circulat- 
ing plasma protein. The rapid reconstitution of 
extracellular fluid volume, without replacement of 
this plasma protein loss, is to invite loss of vital 
intravascular fluid into the interstitial spaces, with 
resultant edema, because of increased capillary hy- 
drostatic pressure and decreased colloid osmotic 
pressure. 

At the least, 500 c.c. of blood should be given 
with each 3,000 c.c. of repair fluid when repleting 
large losses of body fluid. Protein losses into the 
bowel and into the peritoneal cavity in peritonitis 
require even more blood and plasma. 

Ernest D. BLOOMENTHAL, M.D. 





mebhmimenan na ff 


~~ = es Oe eS ee 


vo S50 — &§|-§ DD 7.06 — A ot Le 


oo my 


SURGERY OF THE ABDOMEN 


Primary Intestinal Anastomosis. I. S. Ravpin and 
Wiitt1AM DEMotH, Jr. Minnesota M., 1951, 34: 
419. 

During the past 5 years there has been a steady 
and marked increase in the number of cases of pri- 
mary anastomoses following bowel resection, regard- 
less of location of the lesion. Ileocolostomy, without 
exteriorization, in by-passing inoperable large bowel 
cancers, has likewise become much more common. 
The authors believe that strangulations, secondary 
to volvulus, mesenteric thrombosis and obstructed 
hernia, certain instances of isolated inflammatory 
processes, malignancies, and traumatic injury, when 
found in the small bowel, are generally best treated 
by resection and primary anastomosis. The marked 
electrolyte disturbances secondary to large losses of 
intestinal fluids are thereby obviated and the time 
required for secondary anastomosis is saved. 

The control of distention by constant suction in- 
ternal drainage prepares the bowel for resection and 
primary anastomosis. The integrity of the anastomo- 
sis depends upon how well the wall of the obstructed 
bowel has been prepared preoperatively. 

The prevention of distention by long intestinal 
tube drainage has made possible proper preparation 
of the bowel and protection of the suture line post- 
operatively. This makes it unnecessary to perform 
preliminary proximal decompression operations with 
their resultant fluid and electrolytic losses. 

In preoperative preparation of the patient with 
obstruction and suspected strangulation, shock is 
combated first with blood and plasma. Sedatives 
are used cautiously. Pain stops when decompression 
is adequate. A scout film is made to determine the 
site of obstruction. When the general condition of 
the patient is good enough to allow surgery, the 
operation should not be delayed. 

Intubation with the Miller-Abbott tube, with 3 
c.c. of mercury in the balloon, is performed under 
fluoroscopy when necessary. After the obstruction is 
reached, constant suction improves the general con- 
dition of the patient and aids the vascularity of the 
bowel wall. If the long tube does not function it is 
replaced by a Levine tube to facilitate decom- 
pression. 

A competent ileocecal valve effects a closed loop 
obstruction if the obstruction is in the large bowel. 
The tube must enter the cecum if distention under 
these circumstances is to be relieved. The ileocecal 
valve often will not admit the tube, and operation 
is depended upon for relief of distention. 

If the local condition of the bowel permits delay 
of operation, the bowel is cleansed for a period of 5 
days to lessen the number of bacteria in the bowel 
and thus safeguard against postoperative peritoneal 
infection. In cases of anticipated resection of the 
large bowel, the patient is given an enema of tap 
water daily, as well as mild purgation with milk of 
magnesia or magnesium sulfate. A low residue diet is 
given throughout the day prior to operation; sul- 
fasuxidine, 0.25 gm. per kilogram of body weight, 
is given by mouth daily in four divided doses; 2 


TABLE I. 





Total 
number 
of each 

operation 





Right colectomy 
ileo-transverse 81 
colostomy 





Transverse segmental 
colon resection 





Left colectomy (and 
splenic flexure resec- 
tion) 








Sigmoidectomy (seg- 
mental resection and 
anterior resection) 





Resection smal] bowel 
end-to-end 
anastomosis 

Tleo-colostomy and 
ileo-sigmoidostomy 7 


Total 65 





























days prior to operation, o.5 gm. of streptomycin is 
administered by mouth twice daily. The Miller- 
Abbott tube is passed 48 hours before operation, 
and the sulfasuxidine and streptomycin are adminis- 
tered by mouth with the tube in place. Blood trans- 
fusions are given preoperatively, as blood volume, 
hemoglobin, and serum protein determinations in- 
dicate. 

The technique of operation is discussed generally. 
Malignancies are resected widely both as to mesen- 
tery and involved bowel. The open technique of 
intestinal anatomosis is used because of its accuracy 
of apposition. End-to-side anastomosis is used in 
ileocolostomy following resection of the right colon. 
End-to-end anastomosis is routinely used following 
segmental resections in both the small and large 
bowel. 

A double suture line technique is followed with 
very fine chromic catgut for mucosal apposition, and 
interrupted silk sutures are used in the seromuscular 
layer. Gentle handling of the bowel is mandatory 
and care is exercised in preserving the blood supply 
of the bowel adjacent to the suture line. 

Parenteral penicillin and streptomycin are used 
for at least 4 days postoperatively. Wangensteen 
suction is applied to the Miller-Abbott tube until 
gas is passed per rectum. The tube is withdrawn, 
and water and later food are permitted if no disten- 
tion occurs. Blood loss is replaced at operation and 
2,500 c.c. of fluid, or less, are usually infused daily. 
Sodium chloride intake is rigidly restricted. Ascorbic 
acid, vitamin K, and B-complex vitamins are given 
postoperatively during the period of parenteral feed- 
ing. The majority of patients are made ambulatory 
on the first postoperative day. 

In the 5 year period from 1946 through 1950, 394 
intestinal anastomoses without external decompres- 
sion were done. In all cases intestinal decompression 
was used. Thirty-eight of these patients were sub- 
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TABLE II. OPERATIVE MORTALITY 








Total 
number 
of each 
operation 


1950 





Right colectomy with 
ileo-transverse 
colostomy 





Transverse segmental 
colon resection 





Left colectomy (and 
splenic flexure 
resection) 





Sigmoidectomy (seg- 
mental resection and 
anterior resection) 





Resection small bowel 
end-to-end 
anastomosis 5 3 8.4 





Tleo-colostomy and 
ileo-sigmoidostomy I ° I 8.0 























Over-all mortality 3.8 





*Patients in whom failure of anastomosis was found at autopsy. 


jected to ileocolostomy for inoperable lesions of the 
large bowel; in the remaining 356 cases resections 
were done with primary anastomosis (Table I). 

The mortality was 3.8 per cent, as 16 of the 394 
patients died within 30 days after operation. Post- 
mortem examinations were obtained in g of these 
cases. A leak at the line of anastomosis was estab- 
lished in but 1 case. The highest mortality occurred 
among those cases in which resection of the small 
bowel was done following mesenteric thrombosis 
(Table II). 

The authors believe that primary establishment 
of intestinal continuity at the time of bowel resection 
is the ideal operation. They stress the outlined pre- 
operative preparation as necessary for success; 
however, they caution against certain limitations of 
this method. If there is any doubt of strangulation, 
prompt laparotomy is indicated. Acute obstruction 
of the colon with major proximal distention should 
not be so treated; surgical decompression is needed. 

Resection with primary anastomosis in the treat- 
ment of malignancies should never be done to permit 
of a limited excision of bowel and mesentery, with 
the goal solely of re-establishing intestinal conti- 
nuity. Intraperitoneal lesions below the promontory 
of the sacrum are treated by one-stage abdomino- 
perineal resection. Ernest D. BLOoMENTHAL, M.D. 


Diverticula of the Duodenum; A Report of 8 Surgi- 
cal Cases. Howarp MAHORNER. Ann. Surg., 1951, 
133: 697. 

Duodenal diverticula are not common, but at 
times they cause serious symptoms and require 
surgical treatment. 

In 7 of 8 cases pain was the predominant symptom. 
Hemorrhage from the upper gastrointestinal tract 
was an important symptom in 1 patient, and persis- 
tent nausea was the chief symptom in another. 


All of the diverticula occurred on the pancreatic 
side of the third and fourth portions of the duode- 
num. In 6 patients the diverticula were single and 
in 2 they were multiple. 

Three maneuvers of aid in exposing these lesions 
are described. The duodenum may be distended with 
air, which makes the diverticulum bulge, The duode- 
num may then be opened and a finger inserted in the 
diverticulum. This aids in dissecting it from the 
pancreas. A third maneuver of importance is intuba- 
tion of the common duct to avoid injury to this 
structure, 

The diverticulum may be treated by excision or 
by inversion. In either case it is important to close 
the defect in the muscular wall of the duodenum 
which is always present. 

In 7 of the 8 patients the diverticula were real fac- 
tors in the symptomatology. In the eighth case the 
patient had cholelithiasis, and in this patient cho- 
lecystectomy was combined with diverticulectomy. 
All patients were dramatically relieved of their 
symptoms. FREDERICK W. PREsTON, M.D. 


Benign Tumors of the Duodenal Bulb (Tumeurs bé- 
nignes du bulbe duodénal). Eric SamMuEL. Sem. 
hép., Paris, 1951, 27: 1101. 

Prolapse of gastric mucosa, lymphoid hyperplasia 
associated with pathologic conditions of the pylorus, 
polyps, and a variety of sessile benign tumors may 
cause deformities of the duodenal bulb. 

If extrinsic factors responsible for pressure are 
excluded, two groups of lesions may be distinguished: 
intraluminary lesions caused by foreign bodies, and 
intramural lesions which may be subdivided into 2 
groups: (a) those of duodenal origin, such as aber- 
rant pancreatic nodules, foreign bodies, or tumors 
of the duodenal wall, and (b) those of gastric origin, 
namely, prolapse of the gastric mucosa. 

There is no unanimity of opinion as to the ten- 
dency of benign tumors of the duodenum to malig- 
nant degeneration. The tumors may be silent or may 
simulate an ulcer. 

Roentgenographic studies are invaluable for the 
diagnosis. They enabled the author to establish in 1 
patient the diagnosis of aberrant pancreatic tissue, 
in 1, that of a polyp, and in 2 patients, that of 
prolapse of the gastric mucosa. The patients were re- 
peatedly examined over a period of 15, 6, 7, and 4 
years, respectively. The size and the shape of the 
images remained constant and clinically there were 
no signs of malignant degeneration. 

Josern K. Narat, M.D. 


Neuroappendicopathy; Review of the Literature 
and Report on 52 Cases. Norman H. IsAacson 
and Brian BLADES. Arch. Surg., 1951, 62: 455. 


The apparent discrepancies between the clinical 
and anatomicopathologic findings in appendicitis are 
well known. Too often an appendix is called normal 
by the surgical pathologist after an examination of 
one or two sections stained with hematoxylin, and 
eosin has failed to disclose inflammatory cells in the 
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wall. Frequently the specimen is described as “‘in- 
terval appendix” or ‘‘chronic appendix,” which des- 
cription indicates the failure to discover the under- 
lying disorder. It is pointed out that a neuroma in 
many instances is the cause of the ‘“‘chronic appen- 
dix.” This must be considered a clinical entity be- 
cause of the symptoms produced and the frequency 
of occurrence of neuromas. The title neuroappendi- 
copathy seems descriptive of the syndrome and has 
been adopted in this review. 

In a survey of the literature, the authors found re- 
ports of 600 neuromas of the appendix. Two types 
were present: the commoner axial or plexiforn 
neuroma which arises from the periglandular nerve 
plexuses usually after migration of argentaffin cells 
into this area, and the rare ganglioneuroma which 
arises from Meissner’s and Auerbach’s plexuses. 

A study of 75 appendices surgically removed be- 
cause of appendical symptoms was undertaken at 
the George Washington University Hospital, Wash- 
ington, D. C. Ih all cases, routine pathological ex- 
amination revealed ‘“‘no pathological diagnosis” or 
“fibrosis of the appendix.”’ With the use of multiple 
sections of these appendices and of Masson trichrome 
stain, 24 neuromas were found in this group, an 
incidence of 32 per cent. Other authors, after similar 
studies, report an incidence of 34 per cent to 56 per 
cent, depending upon the number of sections taken. 
The records of these 24 cases, plus 14 cases added 
from the pathology files of George Washington Uni- 
versity Hospital, and 14 from the files of the Armed 
Forces Institute of Pathology were carefully re- 
viewed. 

Neuroappendicopathy is a distinct entity. It 
usually produces a dull ache or discomfort in the 
right lower quadrant with slight tenderness at Mc- 
Burney’s point. Nausea with or without vomiting 
may be present. The condition can produce pain 
so severe as to cause patients to roll about, and 
physical examination may reveal severe tenderness 
and abdominal muscle spasm. Careful questioning 
may reveal a history of previous attacks. 

It is pointed out that before an appendix is con- 
sidered normal in a patient with symptoms referable 
to the appendix, multiple sections stained with the 
Masson trichrome technique should be examined. 
As the pathologic diagnosis of neuroma becomes 
commoner, ability to evaluate the clinical symptom- 
atology will increase. Curtis Artz, M.D. 


A Case of Reduplication of the Transverse Colon. 
T. Twistincton Hiccins. Brit. J. Surg., 1951, 38: 
392. 


Duplications of the alimentary tract occur from 
the tongue to the rectum and are most frequent in 
the small intestine. Communication with the bowel, 
as reported in this case, is rare. 

A 5 year old white female was seen because of 
abdominal distention, intractable constipation, and 
failure to gain weight. The child had been con- 
stipated from birth. Stools of average size were 
passed with difficulty every 4 or 5 days. Severe 
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abdominal distention was associated with loud bor- 
borygmi and pain. Peristaltic movements were 
easily observed. Roentgenography revealed a huge 
sac in the upper left part of the abdomen and a fluid 
level surmounted by a collection of gas. At lapar- 
otomy a duplication of the transverse colon was ap- 
parent. At its proximal portion the duplicated 
pouch and the normal transverse colon had a com- 
mon lumen, the muscular coats were conjoint, and 
the vascular supply was inseparable. 

Resection and reanastomosis were performed. 
Uneventful recovery ensued and the bowel action 
became normal. Nine months after the operation the 
child had gained 11 pounds. Curtis Artz, M.D. 


Direct Hemicolectomy with Ileo-Transverse Colon 
End-to-End Anastomosis. (Hemicolectomia di- 
reita com fleo-transversostomia término-terminal). 
FERNANDO GENTIL. Rev. brasil, gastroenter., 1951, 
3: 37- 

The author reports excellent results obtained in 

5 cases with resection of the cecum, terminal ileum, 

ascending colon, and half of the transverse colon. 

A direct anastomosis between the ileum and left 

transverse colon was made. The _ underlying 

disease in 4 of the cases was adenocarcinoma and in 

I case it was nonspecific granuloma. 

Witiam E. Ricketts, M.D. 


Carcinoid of the Rectum. Henry W. Mayo, Jr., and 
Epwarp E. McKEE. Arch. Surg., 1951, 62: 506. 


Carcinoids are most frequently found in the ap- 
pendix, the incidence in all appendices removed 
being about 0.46 per cent. Other sites include the 
small bowel, stomach, duodenum, gall bladder, colon, 
and rectum. The rectum is one of the least common 
locations. Sixty-four cases of carcinoid of the rectum 
have been reported to date. A review of the reported 
cases from the clinician’s viewpoint (Roper Hos- 
pital, Charleston, South Carolina), and the addition 
of 2 other cases form the basis of this report. 

Most writers believe that all carcinoids are prob- 
ably malignant, although they grow slowly. In only 
g.1 per cent of the reported cases have metastases 
been noted. The age of the patients with carcinoid 
of the rectum vary between 14 and 71 years. The 
majority of patients have no symptoms referable to 
the local lesions. The lesions are usually discovered 
on routine rectal or proctoscopic examination. Most 
of the lesions are less than 1 cm. in diameter and lay 
in the lower part of the rectum covered by mucosa. 
A small number are pedunculated. The lesion was 
excised locally in 30 of the cases. In 6 cases no follow- 
up data was available; in the remaining 24 cases the 
follow-up interval varied between 2 months and 9 
years, but no recurrence or metastases was recog- 
nized in any of them. A summary of the clinical 
data revealed that although the lesion was recog- 
nizably malignant, it ordinarily had a fairly benign 
course and grew rather slowly. The small percentage 
of metastases apparently occurred through lymphatic 
vessels and the blood stream. 
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The success of local excision in single lesions makes 
it the treatment of choice; however, if there is ob- 
vious invasion of the muscularis and the tumor 
cannot be completely removed with ease by local 
excision, or recurrence develops, abdominoperineal 
resection is indicated. With a larger lesion, especially 
the occasional annular constricting type, such a re- 
section is definitely indicated. 

Case reports of 2 patients with polypoid car- 
cinoid of the rectum are included. Lesions in these 
2 cases were locally resected and no evidence of 
recurrence was noted at the end of 7 and 22 months 
respectively. Curtis Artz, M.D. 


Radical Operation for Cancer of the Rectum with 
Preservation of the Sphincter Muscles (Die 
Radikaloperation des Rectumcarcinoms mit Erhal- 
tung des Schliessmuskels). F. HoLLENBACH. Chi- 
rurg, 1951, 22: 28. 


Preliminary colostomy is used routinely by the 
author in the treatment of cancer of the rectum. He 
advocates sacral amputation for the eradication of 
tumors in the ampulla. After ligation of the hemor- 
rhoidal artery, the proximal end of the gut is closed 
intraperitoneally. In tumors above the ampulla, the 
author performs sacroabdominal extirpation in the 
following manner: 

Preliminary colostomy is done on the right side 
of the transverse colon. The extirpation is performed 
under fractional spinal or peridural anesthesia, with 
the patient on his left side. The rectum is exposed 
through a T-shaped incision and the dissection is 
carried out between the parietal and the visceral 
leaves of the pelvic fascia. The middle hemorrhoidal 
artery is ligated at the height of the coccyx. The 
rectum is isolated from the bladder and the prostatic 
gland. A Petz sewing machine is placed below the 
tumor and the rectum is severed. The proximal end 
is closed with silk sutures, left long. The peritoneal 
reflection is incised and the tumor-bearing segment 
of the rectum is isolated up to the promontory. The 
patient is placed in lithotomy position and the sig- 
moid is exposed through a low midline incision. The 
inferior mesenteric or the superior hemorrhoidal ar- 
tery is ligated and cut at the height of the fifth lum- 
bar vertebra, the tumorbearing segment is brought 
up, and, after splitting of the mesosigmoid, it is re- 
moved by means of the Petz instrument. After mo- 
bilization of the proximal end of the sigmoid the gut 
is pulled down into the sacral wound by a forceps 
applied to sutures. The pelvic floor is reperitonealized, 
the abdominal wound is closed, and the patient is 
again placed on his left side. The anal portion of the 
rectum, closed with Petz clips, is brought out through 
the sacral wound, and adrenalin is injected between 
the muscular layer and the mucosa to facilitate ex- 
cision of the mucosal cylinder. Whenever possible, 
the pullthrough procedure is employed. If, however, 
the sigmoid is too short, an end-to-end anastomosis 
is performed. 

Of 92 patients operated upon in this manner, 18 
died as result of the operation. In the last 46 
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operations, the mortality was reduced to 9g per cent 
by preoperative administration of aureomycin. Since 
the introduction of this prophylactic measure, the 
author has given up the preliminary colostomy and 
is employing the transanoabdominal resection which 
is a modification of Babcock’s procedure. 

Upper abdominal resection without colostomy rep- 
resents another type of a sphincter-preserving opera- 
tion. The author performed it 12 times, with one 
fatality. 

Ninety per cent of patients who had undergone 
coccygoabdominal resection had perfect control of 
their sphincter. Joseru K. Narat, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


The Utilization of Alimentary Fat after Total Gas- 
trectomy (La utilizzazione dei grassi alimentari 
dopo gastrectomia totale). V. Catasr, A. Maurt- 
— and S. Puitert. Chirurgia, Milano, 1950, 
S2\207. 

In a series of patients who had undergone total 
gastrectomy in the authors’ clinic, a study of the 
postoperative digestive disturbances was made with 
— attention to the utilization of alimentary 
ats. 

Five patients operated upon for different condi- 
tions were selected for observation. 

Two of the patients who had been operated upon 
for gastric neoplasms went into a very noticeable 
decline after surgical intervention. In one of them 
the decline was complicated by the presence of 
metastases, while in the other the presence of 
metastases could not be clinically proved. 

Two other patients, although operated on for 
gastric neoplasms, experienced a definite improve- 
ment in their general condition after the surgical 
intervention and were able to return to their normal 
work. 

The fifth patient, after total gastrectomy for a 
nonmalignant gastric lesion, showed improvement 
in his condition from the time of operation, at- 
tained normal weight, and was able to return to 
his work. 

In 1 of the 2 patients who suffered a serious decline 
in their general condition after operation, practically 
all the alimentary fat (90%) was recovered in the 
feces. The feces were analyzed six times in 1 month 
and the same results were obtained each time. The 
patient defecated, four or five times daily, from 
350 to 400 gm. of soft feces, which gave all the mac- 
roscopic appearances of impending steatorrhea. 

The rate of passage of the alimentary contents 
was accelerated, fat being demonstrated in the feces 
from 8 to 9 hours after its ingestion. é 

During observation the patient retained his 
weight. The only digestive disturbance experienced 
consisted of cramplike abdominal pain directly after 
eating. 

An important observation made was that the 
fecal fat was largely digested fat, only 20 per cent 

















being in the form of neutral fats. This demonstrates 
the presence of abundant hydrolizing bacteria in 
the intestinal flora, the high percentage of free 
fatty acids, and the good digestive activity of the 
succus entericus. 

The other patient, who underwent a marked de- 
cline in his general condition, presented the follow- 
ing results: on a diet of moderate fat content 
(around 42 gm.) he had a loss of 32 per cent of fat 
principally in the form (85%) of neutral fats. On a 
diet of greater fat content (around 63 gm.) he had 
an increase (58.8%) in the loss of fat in the feces, 
most of which (93%) was in the form of neutral fats. 

The 2 patients who remained in good general 
condition postoperatively eliminated in their feces 
45 per cent of the alimentary fat chiefly in the form 
of neutral fats (50% in one case and 80% in the 
other) on a diet of from 40 to 60 gm. of fat. 

In these patients the bowels were regular and the 
form of the feces was characteristic of steatorrhea. 
The time of passage of the bowel movements 
through the intestine was normal (from 16 to 24 
hours after ingestion). 

The patient who was operated on for ulcerative 
gastritis presented normal digestion and normal 
assimilation of the alimentary fat on a diet contain- 
ing from 40 to 60 gm. of fat. Only 6 per cent of the 
fat ingested was recovered in the feces. The patient 
lost 500 gm. of weight in 8 days. The bowels were 
regular with one evacuation daily. The rate of the 
passage through the intestines was slightly faster 
than normal, 

On the basis of these data, the authors conclude: 

1. Gastrectomized patients in poor general condi- 
tion always develop a steatorrhea of noticeable 
proportions on a diet low in fat content. The 
steatorrhea in all cases was apparently the direct 
cause of the decline in the general condition of the 
patient after operation. 

2. Gastrectomized patients in good general con- 
dition postoperatively, in spite of a noticeable 
steatorrhea, utilized alimentary fats well. During 
the postoperative period they adapted themselves 
to the new digestive conditions. 

3. Steatorrhea is accompanied by a defect in the 
digestion of fat. The absorption of the products 
of digestion is good in general. 

4. Defective digestion of fatty substances cannot 
be attributed to the lack of digestive juices as the 
administration of pancreatic juices and bile did not 
modify the utilization of fat. 

BLACKWELL MARKHAM, M.D. 


Certain Interventions on the Biliary Tract Per- 
formed under Manometric and Radiologic 
Examination during Operation; Technique of 
Mallet-Guy (Quelques interventions sur les voies 
biliaires pratiquées sous controle manométrique et 
radiologique per-opératoire; technique de Mallet- 
Guy). A. JeENTZER and G. CHANAL. Lyon chir., 
1951, 46: 57. 


From February, 1949 to August, 1950 the authors 
performed 46 operations on the biliary tract, of 


SURGERY OF THE ABDOMEN 















































363 


which 44 were carried out under manometric and 
radiologic control during the operation, according 
to the method of Mallet-Guy. 

In the cases of 7 patients on whom cholecystec- 
tomy was performed for simple cholecystitis or cal- 
culus, the manometric and radiologic examinations 
demonstrated an obstruction at the level of the last 
portion of the duct or at the ampulla of Vater. 

In 2 patients on whom cholecystectomy was per- 
formed for cystic disease and calculus, examination 
of the common duct led to the discovery of an 
accompanying sclerosis of the sphincter of Oddi. A 
sphincterotomy was performed at the time of opera- 
tion on the gall bladder. 

In a patient who had undergone cholecystectomy 
2 years previously, an obstruction of the ampulla 
was found. A calculus was extirpated. 

In the course of one intervention, motivated by a 
vesicular syndrome, the anatomy of the gall bladder 
and ducts was checked. Hypotonia of the biliary 
tract in its entirety was evident and the performance 
of a useless cholecystectomy was avoided. Appen- 
dectomy was performed during the operation be- 
cause disease of this organ was considered to be ir- 
ritating to the biliary tract. 

In 2 cases of vesicular lithiasis with sterile bile 
and without cholecystitis, a solitary calculus was 
removed and the gall bladder was left in place. The 
manometric and radiologic examinations showed 
the biliary tract to be sound in its entirety. 

Cholecystectomy was performed in 4 patients for 
cholecystitis and cholelithiasis. In 2 of these examina- 
tion of the common duct revealed a state of essential 
hypertonia of the duct, while in the other 2 there 
was a state of hypotonia. The latter did not justify 
splanchnicectomy, for with drainage of the duct 
the pressure became normal. 

In 27 cases, after cholecystectomy the manometric 
and radiologic examinations made during the opera- 
tion gave assurance of the patency of the common 
duct. 

The authors record the more important points in 
their observation of 17 lesions of the biliary system 
controlled by manometric and radiologic examina- 
tion during operation. 

In a series of 50 cholecystectomies performed over 
a period of 7 years by one of the authors, cures were 
obtained in 76 per cent; in the remaining 24 per cent 
of cases there was no change in the condition, or 
only a slight amelioration of symptoms. Today the 
authors employ the Mallet-Guy method and in 38 
per cent of patients operated upon this method has 
revealed an obstruction of the biliary tract or a dis- 
turbance of the entire biliary tree, or of just the 
common duct. It is interesting to find that the per- 
centage of recurrences in the 50 cases mentioned is 
nearly comparable to the number of lesions revealed 
by manometric and radiologic examination, lesions 
that are likely to give rise to postoperative relapses. 

It is hoped that with the use of this method a 
minimum of postoperative relapses will occur. With 
this method the indication for duodenotomy is 
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pointed out with more precision. On information 
obtained by sounding and palpation of the common 
duct, the surgeon can operate under less of a hazard. 

The authors proceeded to perform duoderiotomy 
on the basis of manometric and radiologic examina- 
tion in 10 cases. In 6 of these a calculus was ex- 
tracted from the ampulla or the last portion of the 
duct; in 1 case a plug of prolapsed gall duct mucosa 
was excised, and in 2 cases repair of a sclerosed 
sphincter was performed. Duodenotomy which was 
done in order to explore the papilla in a patient with 
calculous cholecystitis with very high hypertonia 
of the common duct was followed by the develop- 
ment of a duodenal fistula. Death occurred 1 
month later. 

Drainage of the gall duct was instituted and 
maintained for a period of about 3 weeks in 5 cases. 
It was done to relieve a state of hypertonia of the 
common duct and momentarily empty a very dilated 
duct after duodenotomy. This permitted removal 
of the mechanical obstruction. Postoperative ex- 
amination before drainage was withdrawn demon- 
strated normalization of pressure and a patent 
duodenal passage. An appreciable modification of 
the diameter of the gall duct was demonstrated 
radiologically. The consequences of the diagnosis of 
dystonia remaining obscure have been demonstrated 
in 2 patients who presented several episodes of 
pancreatic pain. Hypotonia of the common duct is 
the sole etiologic factor that can be advanced to 
explain the successive attacks of pain in these pa- 
tients. This notion of dystonia is equally important 
in planning the correct therapeusis. 

In many recurrences the authors have noticed a 
discrepancy between the manometric and the radi- 
ologic examinations. This disagreement can be ex- 
plained by the difference of density (water and 
lipiodol, water and tenebryl) which in certain condi- 
tions will give a different interpretation of the lesion. 
Careful study of the data always permits correct 
judgment of the lesion and the application of ade- 
quate therapeutic measures. 

The authors prefer the method of Mallet-Guy of 
manometric and radiologic examination during 
operation because it is dependable, is easily carried 
out, and furnishes valuable diagnostic and thera- 
peutic information in the course of surgical interven- 
tions on the biliary tract. 

BLACKWELL MARKHAM, M.D. 


Experimental Data Useful in the Physiopathologic 
Studies of Chronic Stenosis of the Portal Vein 
and of Portocaval Anastomoses (Documents ex- 
périmentaux pour |’étude physio-pathologique des 
sténoses chroniques de la veine porte et des anasto- 
moses porto-caves). P. MA.titet-Guy, G. Devic, 
J. Ferotp1, and M. GANGOLPHE. Lyon chir., 1951, 
46: 303. 

Eighty-seven dogs in all were used in this series of 
experimental studies on portal hypertension and on 
the sequelae of portocaval anastomoses (Eck fistula). 
All results were practically of a negative character; 
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in none of the authors’ dogs were gastrointestinal or 
esophageal hemorrhages produced, and in no in- 
stance was there any considerable ascites. Finally, 
there were no constant or marked histologic changes 
demonstrable in the liver or spleen. 

In discussing these results, the authors admit that 
they were unable to produce in these experimental 
animals any very marked, or very long-lasting hy- 
pertensions in the portal vein or its tributaries; 
most of the only moderately elevated blood pres- 
sures produced within the portal system disappeared 
within, at most, a few weeks. Of course, the stenosis 
of the portal vein was in no instance produced 
brusquely (progressive ligation of the portal vein), 
and the anastomoses always followed a period of 
portal stenosis. 

In one of these animals, following the anastomosis 
between the portal and caval systems (Eck fistula), 
there developed an extensive thrombotic process and 
in this one instance there resulted a prolonged period 
of portal hypertension. In this one case there ap- 
peared a moderate but unmistakable degree of 
splenomegaly. This result alone would seem to 
rather negate the claims of some authors that portal 
hypertension is not alone sufficient to produce sple- 
nomegaly. Also, with reference to the assertions that 
some splenic factor is responsible for the hemor- 
rhages, the authors note that hemorrhages of the 
gastrointestinal tract could always be produced in 
the control animals by sudden clampage of the por- 
tal vein. 

Although with careful feeding and care (animals 
susceptible to chill) the functional conditions of the 
liver following portal stenosis operations remained 
compatible with an apparently normal existence, it 
was noted that the animal seemed to be less able to 
withstand metabolic excesses (meat diet), and the 
liver seemed to have lost its power of regeneration 
following the instillation of the Eck fistula; therefore 
it is postulated that the liver had become impeded 
in its power of compensating for conditions of hy- 
poproteinemia and of anemia. 

Thus it is concluded that the production of an Eck 
fistula, although justified in such dramatic incidents 
as gastrointestinal hemorrhage, is not indicated in 
hepatic cirrhosis and may indeed aggravate the 
condition (enhanced tendency to postprandial 
shock). Joun W. Brennan, M.D. 


Pharmacologic Activity of Morphine on the Extra- 
hepatic Biliary Passages in the Human; Chole- 
cystographic Studies (L’attivita farmacologica 
della morfina sulle vie biliari extraepatiche dell’- 
uomo; ricerche colecistografiche). GAETANO MAn- 
GIONE, ARIO CRINELLI, and GIANCARLO MASINI. 
Radiol. med., Milano, 1951, 37: 257. 


Thirty-five healthy human subjects were divided 
into 3 groups. The first 5 subjects were given the 
opacifying substance (isocolefanina Erba) and 14 
hours later were given a subcutaneous injection of 

‘one-sixth grain of morphine. Ten minutes later the 
egg meal was given and the results recorded by 
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roentgenography. In all of these subjects the shadow 
following the administration of the morphine became 
enlarged and of lessened shadow density. The egg 
meal did not produce evacuation of the gall bladder, 
which began only after 4 or 5 hours, or even longer. 
These findings, of course, agree with those of Suss- 
mann (Am. J. Roentgenol., 1931, 182: 822). 

The second group of 15 subjects was given the 
shadow-producing substance orally, and one-sixth 
grain of morphine subcutaneously at the same time; 
then 4 hours later the subjects were given a second 
sixth grain of morphine, and 4 hours after this the 
roentgenographic study was started. The egg meal 
here, however, produced evacuation of the gall 
bladder. During the preceding 8 hours, however, the 
vesica fellea appeared considerably enlarged and of 
uniform shadow but with a shadow of increased 
density. The increased opacification is attributed to 
an increased amount of the shadow-bearing bile 
reaching the gall bladder. 

The third group of 15 subjects was given the opaci- 
fying substance and roentgenographs were made 14 
hours later as usual, then after the egg meal had 
provoked evacuation to the point where the vesica 
fellea was about one-third its previous size, one- 
sixth grain of morphine was administered and 40 
minutes later the roentgenographic study was 
started; then 10 c.c. of 20 per cent dehydrochloric 
acid (Recordati) were given intravenously. Thirty 
minutes after this last administration the final 
roentgenographic observations were instituted. In all 
these subjects, 40 minutes after the administration 
of the morphine the gall bladder, which had pre- 
viously shown great reduction in size, had regained 
its former volume but with reduced density of sha- 
dow. Following the administration of the dehydro- 
chloric preparation the bile sac increased in size 
and became even more reduced in shadow density. 

From these studies the authors believe it has been 
shown that the findings in the gall bladder result 
from the ingress of bile through the cystic duct from 
a cholecystic hypertension, caused by spasm of the 
sphincter of Oddi, and that if there is any effect of 
the morphine on the: sphincter of Lutkens it is not 
as powerful and not as enduring as that on the 
sphincter of Oddi. 

In an attempt to clarify these findings, the 
authors profited by their experience in a case of biliary 
fistula through an echinococcus cyst of the liver, but 
with an otherwise intact biliary system. When the 
shadow-casting substance was injected into the 
fistula the biliary system was visualized in the regu- 
lar order, injecting first the hepatic duct, then the 
choledochus, and finally the duodenum. When, 
however, the subject had been given morphine the 
evacuation into the duodenum disappeared, and the 
gall bladder was visualized immediately. It was 
only after considerably increased pressure in the 
biliary system that the passage of the liquid into 
the duodenum could be observed. 

In the authors’ opinion, the practical value of 
these studies resides in the determination as to 
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whether or not the faulty condition of the gall blad- 
der is to be related to a deficiency of those factors 
creating an inequality of pressure conditions neces- 
sary for the filling of the bile sac—atony, hypotonia 
of the sphincter of Oddi—(tests on the first group of 
subjects), the determination as to whether the de- 
creased opacification of the biliary sac is ascribable 
to a decreased power of concentration of the mucosa 
or to a faulty ingress of the roentgen-opaque bile 
(tests on second group of subjects), and the deter- 
mination as to whether the gall bladder is normally 
distensible (tests on third group of subjects). 
Joun W. BRENNAN, M.D. 


Herniation of the Gall Bladder Through the Fora- 
men of Winslow. ANDREW N. McCrea. Brit. 
J. Surg., 1951, 38: 386. 

This case report is the first record in the literature 
of herniation of the gall bladder through the foramen 
of Winslow. 

A 68 year old woman had recurrent attacks of 
severe epigastric pain for 6 weeks before admission. 
Seventeen years previously a diagnosis of gallstones 
had been made on the basis of abdominal pain and 
vomiting. 

Physical examination on admission revealed an 
ill-defined, slightly tender, ovoid mass in the left 
side of the epigastrium. 

At laparotomy a tense cystic mass, approximately 
4 inches in diameter, was found occupying the lesser 
sac. This mass was a greatly distended gall bladder 
which had herniated through the foramen of Wins- 
low. 

Cholecystectomy was performed. 

Curtis Artz, M.D. 


Normal and Pathologic Common Duct as Seen in 
Laparoscopic Cholangiography (Le cholédoque 
normal et pathologique vu a la cholangiographie 
laparoscopique). M. M. Royer. Arch. mal. app. 
digest., Par., 1951, 40: 53. 

Laparoscopic cholangiography has been created 
for visualization of the common and the hepatic 
ducts. 

As seen in cholangiograms, the common duct is 
from 3 to 8 cm. long and has a diameter of from 2 to 8 
mm. The hepatic duct has the same, or a slightly 
smaller diameter and a variable length ranging from 
a few millimeters to 6 centimeters. The normal 
common duct may have a cylindrical shape, or its 
middle portion may be slightly dilated. The con- 
figuration of the terminal portion of the common 
duct is characteristic: while one side does not change 
its direction, the other runs on a bias and forms a 
straight, a concave, or a convex line. 

The resistance of the sphincter of Oddi is relatively 
low and therefore injected opaque material easily 
displaces the bile and fills the common duct. On the 
other hand, bile in the hepatic duct offers a greater 
resistance and interferes with its visualization. 

Very few authors believe in the existence of peris- 
taltic movements of the common duct. Images sug- 
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gestive of peristalsis may be obtained by injection 
of an oily opaque medium because bile is not miscible 
with oil. 

Laparoscopic cholangiography is able to demon- 
strate atonic as well as hypertonic dyskinesia of the 
sphincter of Oddi. 

The differential diagnosis between inflammatory 
lesions of the common duct, neoplasms, and stones 
within it can be established by cholangiography in a 
large percentage of cases. JosepH K. Narart, M.D. 


The Clinical and Diagnostic Value of Biliary Dyes 
(Ueber die klinisch-diagnostische Bedeutung der 
Gallenfarbstoffe). H. Gonr and TH. GOERGES. 
Deut. Gesundhwes., 1951,7: 181. 


There are three ways in which hemoglobin may 
be split. The characteristic terminal products are 
(1) stercobilinogen and urobilinogen, (2) leukanes 
and fuscins, and (3) propentdyopents. 

Under normal conditions no reduction of bilirubin 
takes place in the liver. A slight enzymatic reduction 
of bilirubin to urobilinogen is accomplished in ex- 
trahepatic biliary ducts. After reaching the intes- 
tines, bilirubin is decomposed into stercobilinogen 
in the colon. Contrary to this dualistic theory, an- 
other hypothesis is that uribilinogen and stercobilin- 
ogen represent various phases of reduction of bili- 
rubin. As a rule, feces contain stercobilinogen and 
traces of urobilinogen. A small amount of stercobilin- 
ogen is absorbed by the hemorrhoidal plexus and is 
excreted by the kidneys. 

The second mode of decomposition of hemoglobin 
takes place mostly in the reticuloendothelial system. 


Leukanes are found in normal urine. They are ex- 


INTERNATIONAL ABSTRACTS OF SURGERY 


creted with the bile into the intestines. Fuscins 
are products of polymerization of leukanes. 

Propentdyopents contain two pyrrol rings and 
derive from hemoglobin by oxidation. They appear 
in the urine only in the presence of disturbances of 
the metabolism of bile dyes and hemoglobin. 

In patients with hepatopathies accompanied by 
icterus, propentdyopent, urobilinogen, and bilirubin 
appear in the urine in the order given. 

Urobilinogenuria may be found also in patients 
with a mechanical icterus. In patients with cardiac 
stasis stercobilinogen is the first to make its ap- 
pearance in the urine, to be followed by propent- 
dyopent and urobilinogen after development of 
liver damage. JosEern K. Narat, M.D. 


MISCELLANEOUS 


Giant Retroperitoneal Leiomyosarcoma-Lipoma 
(Leyomiosarcoma-lipoma-retroperitoneal _ gigante). 
C. FERNANDEZ-Ruiz. Rev. Espan. obst., Valencia, 
ToOsr, S: 1. 

An interesting case of a 50 year old single female 
who had noticed a progressive and slow abdominal 
growth for a period of 5 years is reported. It became 
extremely large, produced difficulty in breathing, 
localized pain, and a feeling of heaviness in the right 
thigh and right leg, with edema of the left extremity. 
A paracentesis done on this large soft tumoral mass 
did not yield fluid. Following a removal of the 
tumor, the patient died. The tumor weighed 14 
kilos and on histological examination was found to 
be a lipomatous sarcoma. 

WitiraM E. Ricketts, M.D. 
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Growth and Spread of Cancer of the Cervix Uteri. 
Gray H. Twomsty and SALVATORE DI PALMA. 
Am. J. Roentg., 1951, 65: 691. 

Although the first description of carcinoma in situ 
is generally attributed to Schottlaender and Ker- 
mauner in 1912, it is only recently that this entity 
has been well recognized. This recognition has been 
greatly forwarded by the widespread use of the 
Papanicolaou smear technique of cytologic diagno- 
sis. That carcinoma in situ represents an early stage 
of invasive cancer is not yet completely proved, but 
that cervical cancer may arise in or follow in situ 
carcinoma has been definitely shown. The authors 
believe that carcinoma of the cervix begins as an 
in situ lesion since (1) if one searches the cervical 
epithelium carefully one often finds beginning inva- 
sion, and (2) if the margins of infiltrative cancer are 
studied carcinoma in situ is frequently found beyond 
the area of the infiltrative growth. There is a differ- 
ence of from 8 to 12 years in the age incidence of 
in situ versus infiltrative carcinoma and it would 
seem that therefore the former exists for approxi- 
mately that time before it becomes invasive. 

Untreated cervical carcinoma is a rapidly fatal 
disease, especially in younger women. Once a woman 
develops symptoms of invasive cancer she has only 
a 50 per cent chance of living 11 months without 
treatment; 58 per cent of the patients die within a 
year and 82 per cent, within 2 years. 

Parametrial spread occurs fairly rapidly. Among 
gI patients treated with radical surgery parametrial 
spread was histologically proved in about half, while 
only 16.5 per cent of these women had lymph node 
metastases. 

Of patients dying from cervical carcinoma about 
one-half showed metastatic extrapelvic disease. The 
most common sites were the periaortic and retro- 
peritoneal nodes, the liver, the lungs, and the verte- 
bral column. It is probable that treatment of cer- 
vical cancer with roentgen rays and radium tends to 
control the disease locally but allows a longer time 
for distant metastases to occur. 

The most common causes of death are ureteral 
obstruction and urinary sepsis. Operative relief of 
the former is of doubtful value unless in addition to 
prolonging life one can find a means of preventing 
or curing the other ravages of the disease. 

WarrEN R. LAnc, M.D. 


Myometrium and Leiomyomas in Endometrial 
Carcinoma. Failure of Involution and Reacti- 
vation of Smooth Muscle Tissue. SrieEcFRIED 
TANNHAUSER. Am. J. Obst., 1951, 61: 265. 


Involutional changes occur in the muscle fibers 
and nuclei of the myometrium at the time of the 
menopause and are progressive with the increased 


passage of time thereafter. Similar changes occur in 
leiomyomas with the approach of the menopause. 

The uterus in postmenopausal women is small and 
atrophic and weighs less than 50 gm. The myo- 
metrium is thin, flabby, rubbery, and of a dead 
grayish-pink color. A study of 1,153 uteri removed 
in the past 5 years was made. Of these, 58 were ma- 
lignant and the remainder were nonmalignant. 

In the presence of endometrial carcinoma, the 
uteri tended to be “younger” in gross appearance, 
greater in size and weight, and, microscopically, did 
not reveal the degree of involution one would expect 
in the uteri of women in the comparable postmeno- 
pausal periods. These findings were particularly no- 
table in the group past 60 years of age. Similar 
changes were noted in the leiomyomas of uteri in 
which endometrial carcinoma was present. 

The author believes that these findings, myome- 
trial reactivation and hypertrophy, in the company 
of endometrial carcinoma may contribute support 
to the theory of hormonal causation of such tumors. 

H. C. Fax, M.D. 


Radiation Treatment of Cancer of the Cervix 
Uteri. James F. Notan and LuciLte Du Sautr. 
Am. J. Roentg., 1951, 65: 709. 

In the pioneer days of radiation therapy the dos- 
age was determined empirically. Today, knowledge 
of certain fundamental principles of therapy permits 
the radiologist to determine the proper dosage more 
efficiently.. He is able to deliver the minimum dose 
necessary to control tumor growth without exceeding 
a maximum dose which would result in injury to the 
normal tissues adjacent to the tumor. 

In order to circumvent the inverse square law, two 
major principles are utilized. The first is the applica- 
tion of multiple sources of radium emanation. The 
second principle utilizes the same law in that the 
area of irradiation is increased as the tumor is farther 
removed from the radiation. 

Radium attacks only the areas adjacent to it and 
does not adequately reach the lymphatics draining 
the tumor area. For this reason, external roentgen 
rays are utilized. At present, multiple portals with 
careful direction of the rays to the lateral or para- 
metrial areas are used to avoid cumulative effects in 
the center of the pelvis. 

A study of the patients treated revealed, in addi- 
tion to the usual findings, that although the results 
of treatment with higher than usual doses were bet- 
ter in advanced lesions, there was no significant im- 
provement obtained by an increase of dosage in 
early tumors. It is postulated that there may be a 
“supralethal” effect characterized by excess destruc- 
tion of healthy tissue and persistence or regrowth of 
the tumor cells. The latter may be the result of al- 
teration in the normal biologic reactions of tissue ad- 
jacent to the tumor. James F. DonneELLeEy, M.D. 
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The Results of Surgical Treatment of Cancer of the 
Cervix Uteri. Joz V. Meics. Am. J. Roentg.,1951 
65: 698. 

The surgical attack on cervical carcinoma is as- 
suming a definite role in the management of this 
disease. Local recurrences are rare, bowel injuries 
are absent, and lymph node extensions are curable. 
Ureteral injuries are becoming less frequent although 
as the operation becomes more complete, voluntary 
voiding may be interfered with. Surgery finds its 
greatest advantage in the radioresistant growth and 
is, of course, less taxing to the patient. It is almost 
axiomatic that only the well trained surgeon should 
attempt the procedure. 

The author reports on the 5 year results in 75 
patients (51 in stage I and 24 in stage II) treated 
by radical hysterectomy, bilateral salpingo-oopho- 
rectomy, and bilateral pelvic lymph node dissection. 
These 75 patients constitute the first patients oper- 
ated upon by the author since 1939. Although the 
author has done radical operations for carcinoma 
in situ, these cases are excluded from this report. 
The patients selected were young, slender, and in 
good general health with normal physical and chem- 
ical findings. Only those in stages I and II were 
operated upon. Treatment was primarily surgical. 
In patients with a proliferative growth preliminary 
radium and x-rays were used. An attempt was made 
with surgery to remove all the lymph nodes, lymph 
channels, and fat from the common iliac artery down 
along the whole arterial and venous tree into the 
pelvis, beneath the bladder, around the rectum, and 
in the obturator fossa. The over-all results were as 
follows: 


Living, 59 (78.7%) 
Dead, 16 (21.3%) 


Postoperative deaths, o 


Positive lymph nodes, 4 
Positive lymph nodes, to 


The pelvic lymph nodes received special study and 
at operation each chain of nodes (common iliac, 
external iliac, internal iliac, obturator, and ureteral), 
as well as the paracervical and paravaginal tissues, 
were placed in separate containers for pathologic 
examination. Lymph node involvement is not de- 
tectable grossly with any degree of certainty since 
large nodes may be negative and small ones positive. 
Irradiation probably does not destroy positive nodes. 
In 14 patients positive nodes were found and 4 of 
these patients survived at least 5 years. 

Twenty-seven, or 36 per cent, also received irra- 
diation therapy, either complete or incomplete; 48, 
or 64 per cent, had surgery alone. A comparison of 
the two groups is given in a composite chart from 
the original article. 

Ten, or 13.3 per cent, of the patients developed 
ureterovaginal fistulas. Most of these occurred in 
the early period of the study. On the whole, with 
but 1 death 6 months after operation (due to oper- 
ative ureteral damage), and the need of only 2 neph- 
rectomies, the ureteral problem is not serious enough 
to contraindicate the surgical approach. Of the 16 
patients who died, 7 were in stage I (3 from inter- 
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Irradiation and 
surgery—27 cases 


Surgery alone— 
48 cases 





No. Per cent No. 
Nodes 7 (26 ) 7 
Fistula 2 (7.4) 8 
Dead 8 (29.6) 8 
(70.4) 40 


Per cent 
(14.6) 
(16.7) 
(16.7) 
(83.3) 

















Living 19 














current disease, and 4 from cancer), and 9 were in 
stage II (5 from intercurrent disease and 4 from 
cancer). 

The author also presents data on the transperi- 
toneal node dissection of Taussig, and retroperitoneal 
node dissection of Nathanson. The fate of the cer- 
vical lesion cannot be definitely determined after 
these operations, and even though biopsy and cyto- 
logic smears suggest no malignancy, local recurrence 
is easily possible and the operation is consequently 
a failure. Of the 80 patients treated by these pro- 
cedures the results are as follows: 








Transperitoneal 


Retroperitoneal : 
dissection, 11 cases 


dissection, 69 cases 





No. Per cent No. Per cent 





Positive lymph nodes 16 23.2 3 27.3 





3 Year cases 35 8 (5 years) 





Positive lymph nodes 7 3 37-5 














Living with positive 
lymph nodes ° 2 








Thus a total of 155 cases were reported. Of the 
155 patients, 100 had irradiation and 24 of these had 
positive lymph nodes; 55 were given no radiation 
treatment and 9g, or 16.5 per cent, of these had 
positive lymph nodes. 

The results in these patients justify surgery in 
certain instances of cervical carcinoma. The number 
of cases is so few, however, that the whole plan 
should still be considered experimental. 

Warren R. Lane, M.D. 


Sarcoma of the Endometrium. James A. CorscaDEN. 
Am. J. Obst., 1951, 61: 743. 


Three types of tumor of the endometrium are pre- 
sented. Three cases of the first type are reported. 
In these the growth resembles the endometrial 
stroma. The cells exhibit the usual but mild charac- 
teristics of malignancy and the tumor infiltrates the 
surrounding tissue. Local metastases occur. In 2 
cases there was massive recurrence following surgery 
and in 1 case there was metastasis. This type of 
tumor deserves the term “sarcoma.” 

The second type (1 case reported) is that of a sar- 
coma of the endometrium with a histologic picture 
similar to that of the first type with the addition of 
cartilage within the tumor. This should probably he 
called a teratoma or mixed-cell type of tumor, 
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The third type (1 case) is that of the so-called 
carcinosarcoma of the endometrium. This tumor 
contains both sarcomatous and carcinomatous tis- 
sue. It metastasized to the vagina as a true adeno- 
carcinoma, suggesting that the sarcomalike tissue of 
the stroma was not malignant. 

All of these 5 tumors showed a remarkable sensi- 
tivity to radiation therapy. Even in the cases which 
appeared to be hopeless when first encountered, ra- 
diation caused a melting away of these tumors. 

Joun R. Wo rr, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Congenital Absence of Gonads (Das angeborene Feh- 
len der Keimdruesen). E. Purirep. Geburtsh. & 
Frauenh., 1951, 11: 193. 


The author collected from the literature 70 reports 
of congenital absence of gonads. Some writers use 
the terms ‘“‘agenesis” or “‘aplasia”’ of the ovaries, but 
it is usually impossible to determine in each indi- 
vidual case whether the anlage is absent or the de- 
velopment is lacking. 

The primitive germinal cells perish probably be- 
cause of a damage of the genes. The uterus, the 
vagina, and the external genitalia of individuals 
under discussion correspond in size to those of a 
female newborn. 

From the genetic point of view, a certain number 
of individuals with congenital absence of gonads 
belong to the female sex, but it is not improbable 
that others are primarily males whose genital organs 
develop in the female direction. 


Development of female genital organs takes place 
under the influence of female sex hormones produced 
by chorionic villi or by the placenta. 

Feminization of the fetus in the absence of gonads 
should not be confused with intersexuality or with 


hermaphroditism. Josern K. Narat, M.D. 


EXTERNAL GENITALIA 


Twelve Observations of Absence of the Vagina. 
Free Vaginal Grafts; Their Outcome (Douze 
observations d’absence de vagin. Greffes vaginales 
libres; devenir de la greffe). G. CorpiER and 
Matinas. Mém. Acad. chir., Par., 1951, 77: 149. 


The authors present 12 cases of absénce of the 
vagina—1o congenital, and 2 following colpectomy. 

All 10 patients with the congenital abnormality 
had the usual secondary sex characteristics, such as 
development of breasts, distribution of hair, and 
subcutaneous fat tissue; all 10 were in the third 
decade of life. The external genital organs were 
normal. Exploratory laparotomy is advisable before 
reconstruction of the vagina is attempted. Examina- 
tion of the urinary tract is essential because abnor- 
malities are found in 50 per cent of cases. 

_ Int case in which an intestinal colpoplastic opera- 
tion was performed, a cicatricial stricture annihilated 
the results. In 8 patients the authors employed a 
free skin graft from the thigh. The grafts were ob- 
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tained with a dermatome and were from 0.3 to 0.5 
mm. thick. They were mounted on a plastic prosthe- 
sis 14 cm. long and 35 mm. wide. The prosthesis was 
inserted after establishment of a line of cleavage 
between the bladder and the rectum. 

Failures were recorded only in 2 nonco-operating 
patients. 

The authors consider free skin transplantation as 
the method of choice for reconstruction of the 
vagina. Joseru K. Narat, M.D. 


MISCELLANEOUS 


The Role of Retrodeviation of the Uterus in Steril- 
ity (Le réle des rétro-déviations utérines dans la 
stérilité). M. O1zerovict. Rev. fr. gyn. obst., 1950, 
45: 314. 

The question of whether, and to what extent, 
retrodeviation of the uterus may be the cause of 
sterility has been discussed in the literature for a 
long time. The opinions of various authors differ 
considerably; according to different statistics, be- 
tween 3 and 20 per cent of women having no other 
abnormality except retrodeviation are sterile. The 
proportion is much higher when other pathologic 
factors such as occlusion of the tubes, adnexitis, 
and endocervicitis are present in addition to the 
retroflexion, or if oligospermia or azoospermia is 
found. Since sterility is not infrequent also in 
women without any evidence of disease in either of 
the partners, and since, on the other hand, a large 
proportion of women with retrodeviation become 
pregnant and have normal deliveries, it is quite 
difficult to arrive at a conclusive statement in this 
problem. 

In an analysis of the figures of his material accord- 
ing to different viewpoints, the author arrives at the 
following conclusions: 

Isolated retrodeviation without any complications 
is a possible, but rare, cause of sterility; only 1 to 2 
per cent in a series of 2,120 cases belong to this 
category. The prognosis of curing the sterility by 
ligamentopexy or pessary is good and 14 of 24 
patients in this group became pregnant after treat- 
ment. 

Retrodeviation complicated by fixation, or asso- 
ciated with other pathologic conditions, is much 
more frequent, occurring in 5 per cent of the cases. 
The chances for cure of the sterility in this group 
are not good as only in ro per cent was the treatment 
successful. WERNER M. Sotmitz, M.D. 


Hormonal Influences in the Development of Uter- 
ine Fibromyomas (In tema di influenze ormonali 
nello sviluppo dei fibromiomi uterini). INNOCENTE 
Cuivio. Ann. ostet. gin., 1950, 72: 1067. 


The author reports the case of a patient who con- 
sulted him because of profuse menstruation and pain 
in the lower abdomen. Gynecological examination 
at the time revealed two small subserous fibroid 
nodules on the anterior surface of the uterus which 
had remained stationary for 3 years (1943-1946), 





370 INTERNATIONAL ABSTRACTS OF SURGERY 


became slightly larger during a pregnancy that 
followed, diminished in size during the puerperium, 
and practically disappeared while the patient nursed 
the baby, there being left only a slight irregularity 
of the anterior surface of the uterus to mark the 
former location of the tumors. This condition 
existed for a period of 15 months and then the pa- 
tient noted a visible enlargement in the lower 
abdomen. 

Surgical intervention revealed a tumor the size 
of an orange attached to the anterior surface of the 
uterus. A subtotal hysterectomy was done with 
complete removal of the right ovary and partial 
removal of the left ovary. Microscopic examination 
of the resected left ovary revealed a cystic degenera- 
tion of a number of follicles, and residual corpora 
lutea in different stages of involution; the microscopic 
examination of the tumor revealed a fibromyoma. 
Recovery was uneventful. 

In discussing the case, the author advances the 
idea that the reduction in size of the tumors could 
have been due to the puerperal involution of the 
uterus, and their disappearance was due to the nurs- 
ing of the baby by the mother, the breast being an 
exocrine as well as an endocrine gland endowed with 
an interinhibition and interstimulation, depending 
on its functional status. 

It is rather difficult to explain what caused the 
rapid enlargement of the fibromyomas. The fact 
that the fibromas seem to develop during the fecun- 
dity of life, and because of their tendency to increase 
in size during pregnancy and to diminish during the 
puerperium and menopause, seems to indicate that 
their development may be influenced by hormones, 


especially the ovarian follicle. It must be admitted, 
according to the research studies of Mulazzi and 
Scalfi, that overactivity of other endocrine glands 
may also be a factor. Josep M. A. Papr, M.D. 


The So-Called Hematoma Mole of Breus (La c. d. 
ematomola di Breus). ALESSANDRO PROvENzat, 
Riv. ital. gin., 1951, 34: 171. 

The author reports 3 cases of hematoma moles, all 
of these occurring in multiparas in the second or 
third month of gestation. Clinically, the picture was 
that of a spontaneous incomplete abortion treated by 
uterine curettage. In each case, the specimen 
showed evidence of a blighted ovum. 

The typical placental changes, first described by 
Breus in 1882 as “‘tuberous subchorial hematoma,” 
consist of various-sized lobular elevations on the 
fetal surface of the placenta. These are due to dis- 
crete hemorrhages between the amnion and the 
chorionic membrane. On the maternal surface there 
is almost complete absence of interlobular fissures. 

Microscopic examination reveals degenerative 
changes in the decidua: the layer of Langhans cells 
in the syncytium is absent; the villi have very few 
blood vessels, and those present appear obliterated; 
the intervillous spaces contain amorphous material; 
above the chorion there appears the organizing blood 
clot which is covered by a thin membrane of loose 
connective tissue and a single layer of cuboidal epi- 
thelium. 

The author discusses in detail the various explana- 
tions of this condition, which appeared in the litera- 
ture, and concludes that this mole is only a precur- 
sor of the fleshy mole. HeERrsBert TEICHNER, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Serum Cholinesterase in Normal Pregnancy and in 
the Toxemias of Pregnancy (La colinesterasi 
serica nella gravidanza normale e nelle tossicosi 
gravidiche). FRANCO PANINI. Ann. ostet. gin., 1950, 
72: 1154. 

A review of the late researches on cholinesterase 
in the medical and in the obstetrical field is followed 
by a report of personal studies and observations 
made by the author on 50 women during the last 
trimester of pregnancy. Thirty of the women had 
a normal pregnancy and 20 suffered toxemia of 
pregnancy. In most of the normal cases, observations 
were continued during labor and the puerperium, 
and in the patients with toxemia, up to the time of 
dismissal of the patient from the hospital. 

The method followed in these studies was that of 
Laborit and Morand. 

The author’s findings show that serum cholin- 
esterase diminishes slightly in amount in normal 
pregnancy, increases somewhat during labor and the 
puerperium, and becomes normal at its end. He 
finds a constant diminution of the serum cholines- 
terase proportional to the gravity of the toxemia 
of the pregnancy, the lowest amount being found in 
the patient approaching a convulsive attack. The 
cholinesterase increased with the gradual improve- 
ment of the patient. 

The author believes that the serum cholinesterase 
variations in a normal and in a toxic pregnancy are 
due to functional alterations in the hepatic cells; that 
this is so is proved by the constant diminution of the 


cholinesterase in cases of hepatic insufficiency. The’ 


enzyme, according to some authors (Faber, Berry- 
man and Boltman, and Boltman, Brauer and Root), 
would come from the same hepatic cells that give 
origin to serum albumin, an hypothesis confirmed 
by the low cholinesterase values found in the edema 
caused by hypoalbuminemia. 

Serum cholinesterase values may be influenced by 
other factors: the neurovegetative system, hor- 
mones, electrolytes, and vitamin C; but if we remem- 
ber the hepatic origin of the enzyme and its diminu- 
tion found in hepatic insufficiency, it can be logically 
considered that the liver is the organ which is re- 
sponsible for the variations during a normal and a 
toxic pregnancy. 

The lowest values of serum cholinesterase were 
found in the patients with eclampsia nearing the 
stage of convulsion. Some authors associate eclamp- 
sia with anaphylactic shock (Laborit and Morand, 
and Siliotti), advancing the opinion that the marked 
diminution of serum cholinesterase liberates large 
quantities of acetylcholine which, uncontrolled by 
the enzyme, would be free to act, and because of its 
power to cause convulsions, would lead to the con- 
vulsive syndrome. 


Calcium, magnesium, vitamin C and, recently, 
curare, because of their inhibitory action on the 
cholinergic fibers, may be appropriate in the treat- 
ment of eclampsia. Josep M. A. Pape, M.D. 


Toxemias of Pregnancy; Their Classification and 
Management. ALvin J. B. Tittman. Med. Clin. 
N. America, 1951, 35: 677. 

The author discusses the definition, course, clas- 
sification, and management of the toxemias of 
pregnancy. This term is used to apply to the hyper- 
tensive albuminuric-edemic disorders encountered in 
pregnancy. Pernicious vomiting and acute yellow 
atrophy are excluded from the discussion since they 
are probably not related. 

The common symptoms and signs of toxemia of 
pregnancy arising in the previously normal female 
are: hypertension, proteinuria, edema, and hepatic 
and epigastric pain, together with symptoms of in- 
volvement of the central nervous system suchas head- 
ache, visual disturbances, vomiting, convulsions, 
and coma. These manifestations usually appear in 
the third trimester of pregnancy although in the case 
of hydatidiform mole they may arise earlier. True 
toxemia is often superimposed on pre-existing hyper- 
tensive vasculorenal disease. By custom, the terms 
pre-eclampsia and eclampsia are reserved specifically 
for those disorders peculiar to pregnancy. Discussion 
centers mainly about the exact requirements for a 
case to be called pre-eclampsia. This is part of the 
explanation of different percentages of pre-eclampsia 
in various institutions. With convulsions there is no 
disagreement in indicating the state of eclampsia. 

The differentiation between pre-eclampsia and 
pre-existing cardiovasculorenal disease is not always 
easy. The latter is present before, during, and after 
pregnancy, while the former is usually abrupt in on- 
set and its symptoms disappear rapidly following 
delivery. In distinguishing between the two, there- 
fore, one must consider the onset of the syndrome, 
the previous background of the patient, and the 
maximal degree of hypertension, proteinuria, and 
edema following delivery. It is probable that 
toxemias of pregnancy are not infrequently followed 
by hypertensive disease. How often this happens 
is unknown. 

Classifications of toxemia are numerous and the 
author lists the various barriers to a suitable classi- 
fication: (1) unknown etiology, (2) lack of a specific 
test to detect toxemia, (3) fragmentary available 
information about individual cases, (4) the fact that 
features of hypertension, proteinuria, and edema are 
common to many diseases, (5) renal and vascular 
diseases either predispose or are exaggerated in the 
last trimester, (6) a relationship between toxemia 
peculiar to pregnancy and nonpregnant vascular 
and renal disease, and (7) attempts to correlate a 
classification of pregnancy toxemia and the late 
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findings of vascular and renal disease. The author’s 
classification follows: 


PROPOSED CLASSIFICATION 


. Eclampsia 
A. Without pre-existent disease 
B. With pre-existent disease (name disease) 
. Pre-eclampsia 
A. Mild 
B. Severe without pre-existent disease 
C. With pre-existent disease (name disease) 
Hypertensive Vascular Disease 
A. Without exacerbation 
B. With exacerbation 
IV. Renal Disease 
A. Without exacerbation 
B. With exacerbation 

Admittedly, classification must many times be 
delayed until after the puerperium. 

Before treatment comes prophylaxis, and prophy- 
laxis begins with education of the patient to seek 
prenatal care as soon as possible. Patients with 
chronic nephritis characterized by persistent hyper- 
tension above 150 mm. Hg systolic and 100 mm. Hg 
diastolic blood pressures and with moderatealbuminu- 
ria should be advised to avoid pregnancy, as well 
as patients with advanced arteriosclerosis or renal 
disease, especially if there are evidences of retinal 
damage or cardiac or renal impairment. Frequent 
examination of the apparently normal pregnant 
woman is invaluable. 

With a rising blood pressure in hypertensive 
vascular disease, increasing rest with sedation is 
recommended. At times hospitalization is necessary. 
The diet should be salt-poor and, with obesity, of 
low caloric content. If feasible, labor may be in- 
duced. In severe cases cesarean section is occasion- 
ally indicated. 

In pre-eclampsia, treatment is directed to con- 
trolling the triad of hypertension, edema, and pro- 
teinuria in conjunction with attention to the urinary 
output, irritability of the central nervous system, 
and complications such as heart failure, anuria, and 
abruptio placentae. Bed rest, diet, sedation, con- 
trolled fluid balance, magnesium sulfate, and constant 
nursing care are mandatory. Early labor should not 
be overlooked. The fetal mortality may be high. 
The author recalls only 1 maternal death due to 
pre-eclampsia, except on 1 occasion, and in this 
instance hepatic lesions of eclampsia were found at 
postmortem. Thirty per cent of the pregnancies 
following a pregnancy complicated by pre-eclampsia 
will have recurrent toxemia. 

Eclampsia is treated essentially like pre-eclampsia 
with the recognition that one is dealing with a more 
critical disease and complications are more frequent. 
If easily carried out induction may be done. Cesarean 
delivery is of value and not always to be postponed 
till the convulsions are controlled. If there is a 
history of prolonged coma, severe icterus, cardiac 
arrythmia and tachycardia, a vascular accident, or 
cardiac failure, cesarean section is contraindicated. 


III. 
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Once eclampsia has occurred both the maternal and 
fetal mortality rise. 

With renal disease, treatment must be guided by 
the exact renal change present. When proteinuria 
is attributable to the nephrotic phase of chronic 
glomerulonephritis, and hypertension is absent prior 
to or early in pregnancy, the prognosis is good, 
Chronic nephritis with hypertension and albumi- 
nuria is complicated by pre-eclampsia or eclampsia 
in 75 per cent of the cases with a fetal mortality of 
33 per cent. Therefore, in these cases pregnancy is 
to be prevented. Warren R. Lane, M.D. 


A Simple and Harmless Method for Artificial Inter- 
ruption of Pregnancy (Eine einfache und un- 
gefaehrliche Methode der kuenstlichen Schwanger- 
schaftsunterbrechung). Bopo MANSTEIN. Geburtsh. 
& Frauenh., 1951, 11: 141. 


Induction of labor with instruments is likely to 
produce lacerations with the resulting danger of in- 
fection of the parametria. On the other hand, 
intraovular procedures imitate the natural process of 
dilatation and minimize the danger of infection. 
Formalin injections may produce necrosis of the 
uterine wall. The introduction of several hundred 
cubic centimeters of a 20 per cent dextrose solution 
through a catheter into the uterine cavity outside 
of the amniotic sac is fraught with the danger of 
the liquid entering the peritoneal cavity through the 
tubes. 

The author is taking advantage of the fact that 
the fetus is very sensitive to an abnormally low 
temperature. Various solutions of sodium chloride 
were found to produce maceration and putrefaction 
of the uterine contents; therefore such solutions 
have been replaced by sulfonamides. One tablet of 
rivanol is dissolved in 1 liter of distilled water, and 
6 grams of sulfapyridine are added. The mixture is 
boiled and thereafter preserved in a refrigerator. A 
flexible cannula is attached, by means of a short 
length of rubber tubing, to a 200 c.c. metal syringe. 
Glass syringes may crack under the influence of the 
low temperature of the fluid. The solution is intro- 
duced into the amniotic sac without anesthesia, 
after the amniotic fluid has been allowed to escape. 
As a rule, 200 c.c. are introduced in the third month 
of gestation, 300 c.c. are introduced in the fourth 
month, and 4oo c.c. in the fifth or sixth month. The 
temperature of the fluid is from o to 2 degrees 
Celsius. As a rule, the miscarriage takes place be- 
tween the first and the third day after the injection. 
If the labor is induced before the fifth month of 
gestation, curettage is usually performed because 
chorion laeve and chorion frondosum are not yet well 
separated. The preliminary introduction of fluid 
avoids the otherwise necessary forced dilatation of 
the cervical canal, which is responsible for the 
majority of complications following the customary 
methods of interruption of pregnancy. 

Of 34 patients in whom this method was employed, 
the fetus was expelled in 29 between the first and 
the third day following the introduction of the cold 
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solution. In 3 patients the fetus was expelled on 
the fourth, fifth, and eighth day, respectively, and 
in 2 patients after 21 days. 

JoserH K. Narat, M.D. 


NEWBORN 


The Incidence and Diagnosis of Cerebral Hemor- 
rhage in the Newborn (Vy¥skyta diagnostika nitro- 
lebniho krv4cenf u novorozenci). KAREL BRACHFELD, 
Jar. BRACHFELDOVA, Jos. HousTEx, JARomfr SvatY. 
Cesk. gyn., 1950, 12: 814. 

In 6 institutions of the Czechoslovakian Repub- 
lic, with pathology departments, there occurred 339 
(0.83 per cent) cerebral hemorrhages during the 
years from 1946 to 1949, in a material of 40,773 
births. In this material the percentage ratio be- 
tween the premature fetuses and the full term in- 
fants was 56.36 to 43.69. 

The authors’ material at Prague, Bohemia, com- 
prised 380 exhaustive autopsy studies by Sickl. 
Here the prematurity to maturity relationship was 
70.26 per cent to 29.74 per cent. In the 380 cases 
the number of the male patients (59.2 per cent) 
exceeded the number of the female (40.9 per cent). 

The great majority of premature infants weighed 
less than 1,500 gm. The children of mothers up to 
19 years of age made up 7 per cent of the infants 
with intracranial hemorrhage, those of mothers from 
20 to 29 years of age made up 45 per cent, those of 
mothers from 30 to 39 years of age made up 4o per 
cent, and those of mothers more than 4o years of 
age made up 8 per cent. The percentages seemed 
to be too divergent to be accounted for by the num- 
ber of births in each group and must have resulted 
from a certain preponderance of hemorrhage in the 
children of mothers between the ages of 20 and 4o 
years. 

Among 225 intracranial hemorrhages in which 
clinical details were available, it was found that 153 
(68%) occurred in spontaneous deliveries with pre- 
senting head, 26 (11.56%) in breech deliveries, 6 
(2.65%) in cesarean sections, 17 (7.55%) in forceps 
deliveries, 15 (6.66%) in version and extraction, 5 
(2.22%) in protracted labor, 1 hemorrhage (0.44%) 
in precipitate labor, and 2 cases of hemorrhage 
(0.88%) resulted from various other causes. 
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With reference to the types of local intracranial 
bleeding, it was found that in 323 of the autopsies 
in the authors’ material 65 of the patients (20.12%) 
had had hemocephalus, that is, bleeding into the 
ventricles of the brain from rupture of a subependy- 
mal hematoma or rupture of a vein of the choroid 
plexus. Ninety-two (28.48%) of the patients had a 
rupture of the tentorium, and 25 (7.74%) had a 
cerebral hemorrhage (this usually resulted from 
rupture of the vena magna cerebri at the point 
where it empties into the sinus rectus). Seventy- 
two patients (22.29%) had hemorrhage from a 
meningeal vein: this was extradural, which can be 
dangerous if extensive and located on the convexity 
or in the region of the oblongata; intradural, usu- 
ally located within the dural septa (falx, tentorii), 
which type is generally without pathological signif- 
icance; or subdural. 

The location of the subdural hemorrhage, that is, 
whether the location is infratentorial or supraten- 
torial, is of significance both as regards the prognosis 
and diagnosis. The supratentorial hemorrhage is, as 
a rule, less dangerous than the infratentorial. The 
symptoms of infratentorial hemorrhage are initial 
asphyxia, irregular or slowed respiratory move- 
ments with severe cyanosis and pallor with cyanotic 
tint; the child usually dies before the end of the 
second day. If the child does not die the symptoms 
of hemorrhagic invasion of the spinal canal (opis- 
thotonus, rigidity of the neck, rigidity of the ex- 
tremities, erection of the penis) may occur later. 
The supratentorial symptomatology consists of rest- 
lessness, refusal of nutriment, and the gradual oc- 
currence of symptoms of intracranial hypertension 
(bulging fontanels, disturbances of breathing, strik- 
ing pallor, dermographism, contralateral paresis of 
the facial nerves, contralateral spasms of the ex- 
tremities, and increased reflexes). The child dies 
between the fourth and fifth days. If the symptoms 
do not occur until the fourth day the prognosis is 
good. 

With reference to the treatment, the authors 
emphasize the predominance in their material of 
the premature infant; they consider the most im- 
portant measure in these patients (prophylaxis) to 
be bound up with the general treatment of prema- 
turity. Joun W. BRENNAN, M.D. 








ADRENAL, KIDNEY, AND URETER 


Abnormalities of the Kidneys, Ureters, and Peri- 
nephric Fascia: Anatomic and Clinical Study. 
Joun A. BENJAMIN and CHARLES E. ToBIN. J. 
Urol., Balt., 1951, 65: 715. 

This is primarily a study of periureteral fascia-like 
bands associated with abnormalities of the peri- 
nephric fascia, ureters, and kidneys. It is based on 
16 surgical cases and 6 autopsy cases. 

Some interesting observations were made. The 
perinephric fascia could not be found in 2 cases of 
complete metanephric agenesis. Furthermore, in 
complete unilateral renal agenesis, it was absent on 
the side of the agenesis. If a portion of the ureter 
was present on the side lacking a kidney, the ureter 
was embedded in a thin fascia which ended with the 
cephalad tip of the ureter. It seems that the 
kidney need not be present in order for the fascia 
embedding the ureter to develop. The authors point 
out that on the side opposite the unilateral agenesis 
the fascia is present but may show variations from 
the normal. 

Four cases are presented in which multiple fascial 
bands were found in association with obstruction to 
the urinary drainage of an only kidney. In to other 
cases in which both kidneys were present, fascial 
changes were described as being mainly band forma- 
tions. These bands are believed to play a role in 
the maintenance of the obstruction even if they are 
not the initiating factor. 

Fascia-like bands may be formed in some cases by 
condensation of the fascia. These act as points of 
anatomical fixation. As the ureter becomes twisted 
and kinked, changes are produced in the ureteral 
wall which may contribute to ureteral atony. 

In the treatment of the present series, it seemed 
that release of the fascial bands accompanied by 
procedures designed to correct excessive length or 
narrowing of the ureteral wall gave good results. 
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CHARLES STEWART agreed with Benjamin. on the 
occasional necessity for the resection of long seg- 
ments of the ureter. He advocated the use of a 
“delayed cystogram” in studying incompetence of 
the ureterovesical junction. FLEISCHMAN described 
an accurate method for resecting redundant hy- 
dronephrotic pelvic sacs. 

Joun T. GRAYHACK, M.D. 


The Aberrant Artery—Its Division or Conservation 
in Hydronephrosis. A. WitFrip ApAms. Brit. 
J. Urol., 1951, 23: 6. 

In congenital hydronephrosis aberrant hydrone- 
phrosis in a lower pole is frequently the sole cause; 
it most certainly aggravates hydronephrosis of other 
origin. The mechanism is that of compression as- 
sociated with forward tilting of the kidney. An 
S-kinked ureter seen in pyelography is a cause for 
detailed study since the weight of the kidney drags 
the artery forward, looping the ureter about the 
taut vessel. The compression may be posterior so 
that extreme trunk movements lead to complete 
obstruction and colic; reclining relaxes the twist and 
the urine escapes with relief of pain. 

The simplest corrective surgery is that of inferior 
polar arteriotomy. Several cases in children are 
described. The author has not seen any difficulties 
with this method despite the usual criticisms. There 
has been no atrophy of the kidney area deprived of 
blood and no septic polar infarcts. In long-standing 
cases the acute S bend of the ureter becomes fixed 
by plastic inflammation and mere section of the 
taut artery is semieffective in this type of case. 
Pyeloplasty has had limited benefits, and therefore 
the author has tried the method of H. H. Stewart 
(Brit. J. Surg., 1947, 48). Decompression of the 
pelvis is achieved by nephroplication. The uretero- 
pelvic junction is first disentangled; then a recurrent 
strangulation of the ureter is avoided by lifting of 
the lower pole, carrying the obstructive vessels 





Fig. 1 (Adams). 





Depicts mechanism of derangement. 
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Fig. 2 (Adams). a, Inferior polar vessel astride ureter 
and pelvis (fascial strip to left). a‘, Artist’s drawing of a. 
b, Ureter and pelvis liberated from arterial strangulation. 
c, Strip of fascia lata for belt. d, Ends of fascial belt 
around folded kidney. 


with it, to the upper pole of the kidney. The kidney 
is folded, belted with either ribbon gut or a strip of 
fascia, and returned to its bed. (Figures 1 and 2). 

The procedure was carried out in 13 patients on 
14 kidneys. Sexes were equal and the average age 
was 31 years. Results showed 11 clinical cures, 1 
patient was improved, and 1 had a slight backache. 
There was no mortality. In 1 case a secondary 
nephrectomy, due to infection, was performed 2 
months postoperatively; secondary drainage was 
necessary in 2 cases. Postoperative pyelography 
showed 11 effective corrections, 2 improved, and 1 
omitted. Short case histories with preoperative and 
postoperative pyelograms are given. 

The author noted in 1 patient (Case 7) with a 
solitary kidney that there was postoperative oliguria, 
and 1 month later a nephrostomy was necessary; 
full recovery followed. Another patient with bilat- 
eral hydronephrosis had secondary drainage. He 
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Fig. 2d. 


warns against using the procedure in pyonephrosis 

or very advanced hydronephrosis. The end results 

appear to be good 24 years after the first surgery. 
NATHAN RosENBLOOM, M.D. 
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Hydronephrosis in Infants and Children. MEREDITH 
CAMPBELL. J. Urol., Balt., 1951, 65: 734. 

Hydronephrosis is the most common abdominal 
tumor in infants and children. The author reports 
his findings in 512 clinical and 316 autopsy cases of 
hydronephrosis. Eighty-one per cent of the patients 
in the autopsy group and 22.2 per cent of those in 
the clinical group were less than 12 months of age 
when the condition was recognized. Females were 
affected slightly more often than males. The left 
side was involved more frequently than the right, 
but the hydronephrosis was bilateral in 43.4 per 
cent of the patients. 

The cause of hydronephrosis may be a congenital 
malformation or an acquired anomaly of any portion 
of the urogenital tract. Renal reduplication is asso- 
ciated with a very high incidence of hydronephrosis. 
Usually bilateral disease is associated with obstruc- 
tion of the lower urinary tract, but in a number of 
cases bilateral supravesical lesions are present. Of 
225 patients with stricture at the ureterovesical 
junction, 92 had bilateral obstruction. Howgver, it 
is of interest that with bilateral hydronephrosis, the 
lesions, even if supravesical, may be at different 
levels on each side. 

The level of obstruction is important since renal 
changes are more rapid and severe when the lesions 
are nearer the kidney. As renal destruction pro- 
gresses, there is pelvicalyceal dilatation, parenchymal 
thinning, sclerosis, and destruction of the secretory 
elements. 

The symptoms of hydronephrosis are varied. In 
two-thirds of the cases there are chills, fever, and 
pain in the affected side. Gastrointestinal disturb- 
ances are frequent, being present in about half of the 
cases. Disturbances of urination such as frequency, 
urgency, and nocturia often are present as the result 
of infection or obstruction. The signs that are 
commonly associated with hydronephrosis are the 
following: (1) pyuria (in from 60 to 95 per cent of the 
cases), (2) albuminuria (in from 50 to 75 per cent); 
and (3) palpable mass (in from 10 to 25 per cent). The 
author lists acute persistent or chronic pyuria, dis- 
turbances of urination, hematuria, abdominal pain, 
abdominal tumor, anomaly of external genitalia, 
urogenital injury, spinal cord disease or injury, 
enuresis, renal insufficiency, retarded growth, and 
hypertensive cardiovascular disease as indications 
for urologic examination in infants and children. A 
complete urologic examination in children should 
include both intravenous and retrograde pyelog- 
raphy, urine cultures, and tests of renal function. 
Blood chemical studies are indicated prior to treat- 
ment. 

The prognosis with unilateral hydronephrosis and 
a sound kidney on the other side is good. Two- 
thirds of the children with bilateral disease are dead 
within ro years if not treated. A few of these 
seemingly hopeless cases can be saved by careful 
medical and surgical management. 

The treatment must be varied to suit the particu- 
lar case. Attempts at definitive therapy must often 
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be preceded for long periods by various methods of 
establishing adequate urinary drainage. Neverthe- 
less, nephrectomy is necessary in a third to one-half 
of the cases. A case may be considered cured only 
if urinary stasis is eradicated, the urine becomes 
sterile, and there is adequate renal function to sup- 
port life for a reasonable number of years. In 49 of 
the 512 clinical cases reported treatment was re- 
fused, and 129 patients could not be followed up. 
Of the remaining 334 patients, 84 were cured and 
169 were benefited. These results will be vastly 
improved with earlier diagnosis and treatment. 
Joun T. GRAyHACK, M.D. 


Renal Vascular Reflexes Following Ligation of the 
Ureter (I riflessi vascolari renali dopo legatura ure- 
terale). E. Brancut and G. DELL’ApAmi. Arch. ital. 
urol., 1950, 24: 325. 

Twelve dogs without reference to sex or body 
weight were used. To procure the angiograms, a No. 
7 to 10 Charriére ureteral catheter was introduced 
into the femoral vein below the point of branching 
of the profunda femoris, and was carried centrally to 
the approximate level of the interspace between the 
second and third lumbar vertebrae. The opaque 
medium employed was ioduron at 70 per cent. This 
was introduced in 23% to 4 c.c. quantities and roent- 
genograms were taken immediately and at intervals 
of 3 to 4 seconds by means of manual seriography. 

In an attempt to determine which part of the renal 
circulation was concerned in the disturbances in- 
duced by the ligation of the corresponding ureter, 
Chinese ink was injected through the catheter intro- 
duced into the femoral artery immediately before 
the animal was sacrificed; the injected kidney was 
then cut into rather large blocks and examined with- 
out staining the tissues. 

In these Chinese ink studies, the authors found 
that in the normal kidney, and in the kidney in 
which the ischemia resulting from ligation of the 
ureter has not as yet become angiographically 
demonstrable—and here the authors emphasize the 
fact that the ischemia which is angiographically 
demonstrable is a severe one indeed—the glomeruli 
which do not become injected with the ink are dis- 
tributed in isolated patches without evidence of 
specific topographical distribution. In the angio- 
graphically demonstrable ischemia the injected 
glomeruli are distinguished by two general types of 
distribution. In the first type the injected glomeruli 
tend to become grouped deep in the kidney paren- 
chyma in the circummedullary region, and in the 
other type they tend to become grouped about the 
large interlobar arteries. The two types did not 
occur in the same kidney although there did tend to 
appear a certain number of intermediate forms. This 
phenomenon of typical distribution of injected 
glomeruli is ascribed by the authors to a general type 
of progression of the general renal ischemia and, in 
their opinion, has nothing to do with the matter of 
“shunt” as postulated by Trueta and collaborators 
in their Studies on Renal Circulation (Oxford: 1947) 
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With reference to the angiographic data, it was 
found that in 3 of the 12 dogs studied the spasm of 
the renal artery was present on one side only, while 
in 9 dogs a certain amount of arterial spasm could 
be demonstrated bilaterally. In 7 of these 9 dogs, 
the spasm in the arteries of the contralateral (non- 
ureteral ligated) kidney was not as pronounced and 
did not endure as long as in the kidney operated 
upon. In 2 of the animals, no definite distinction 
was observed with regard to behavior as between 
the two sides. Following ligation the arterial spasm 
would become discernible in 10 to 15 minutes, and 
on the operated side the ischemia would continue to 
augment to reach its maximum in 12 to 36 hours. 
Once installed, the ischemia of the kidney with the 
ligated ureter endured for long periods of time. 
When re-examined after periods of 7, 12, and 20 
days, there was still present a notable reduction of the 
size of the renal artery. The arterial spasm on the 
side not operated upon tended to reach its maximum 
in from 15 minutes to 10 hours, and would then sub- 
side so that the artery here would reassume its nor- 
mal caliber, or would even give indication of a cer- 
tain amount of vasodilatation. Eventually the 
kidney operated upon would undergo atrophy. 

The authors believe their studies show that the 
arterial spasm is the result of a nervous reflex, either 
passing upwards to the higher centers in the cord 
from the diseased to the nondiseased kidney, or 
more directly through the solar plexus or the in- 
ferior mesenteric ganglion. This mechanism is sug- 
gested as the explanation of the rather rare instances 
of pain in the nonaffected kidney. 

Joun W. BRENNAN, M.D. 


Renal Fistulas and Renal Necroses Following Resec- 
tion of Renal Vessels of ‘‘Abnormal’’ Course 
(Nierenfisteln und Nierennekrosen nach Resektion 


“abnorm” verlaufender Nierengefaesse). ERNST 
Simon and Hepwic VAGEDES. Zschr. Urol., 1951, 
44: 177. 

The patient here reported was a 31 year old chauf- 
feur who, for the past 9 years, had been suffering 
recurrent attacks of pains in the region of the right 
kidney, which radiated along the ureter to the uri- 
nary bladder. Of late, the pains and the dull crampy 
feelings have been more intense. 

Pyelography disclosed an odd twisted appearance 
of the ureter, arousing the suspicion of an anomalous 
renal vessel. At operation the kidney was found 
to be longer than normal; the pelvis was intra- 
renally placed; the ureter could be seen for a dis- 
tance of 10 to 12 cm. and appeared normal. Dorsal 
to the ureter a powerful supernumerary artery 
passed transversely from the aorta to the lower pole 
of the kidney. When the artery was temporarily 
pinched off, the surface of the kidney, extending from 
the lower pole upwards and medially almost to the 
hilus assumed a cyanotic appearance. The artery 
was ligated and sectioned in the hope that it was a 
surface vessel, without significance for the blood 
supply of the kidney as a whole. 
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Following the operation the patient was perma- 
nently freed of his previous symptoms. There was a 
brief elevation of temperature (38 degrees C.). In 2 
weeks, with removal of the sutures, the temperature 
rose again (40 degrees C.) and the patient complained 
of pain in the bladder. Cystoscopic examination 
uncovered a marked cystitis and there were pus and 
Bacillus coli in the urine. The lower portion of the 
renal pelvis did not fill on retrograde pyelography 
and the patient complained of a burning sensation in 
the region of the operative wound; however, there 
was no evidence of invasion of the kidney tissues by 
the opaque medium (abrodil). 

The day following pyelographic examination the 
urinary fistula appeared. The discharge of urinous 
fluid disappeared after 2 days and the fistulous 
opening closed after 8 days. 

At re-examination of the patient, a year and a 
half later, the renal shadows had apparently com- 
pletely returned to normal; the kidney function was 
normal; no contraction of the organ had developed. 

A study of the literature on this subject and of the 
material collected by means of a questionnaire to 
urologists and surgeons engaged in genitourinary 
work disclosed in 404 patients with section of the 
anomalous vessel, 6 instances of postoperative renal 
hemorrhage, 11 instances of infarct and necrosis, 
proved by autopsy or secondary nephrectomy, and 
finally 11 instances of renal fistula. In only 8 pa- 
tients the kidney, as a result of bleeding, necrosis 
or fistula, had to be removed secondarily. There 
were 2 deaths, 1 due to bleeding and the other to an 
embolus, 14 days after the operation. 

From the authors’ experience and studies, they 
conclude that section of the vessel should not be 
carried out unless it can be definitely made respon- 
sible for the hydronephrosis, and then only in hydro- 
nephroses of small dimensions. Only small arteries 
and veins in the uninfected hydronephroses should 
be cut. Decapsulation of the kidney should never 
be made a part of the operation. When indicated, 
other surgical procedures should be carried out 
(nephropexy) at the same time. 

The authors agree with Boeminghaus that despite 
theoretical objections to the operation, and occa- 
sional unfortunate results, resection of the strangu- 
lating vascular strand remains, with few exceptions, 
the simplest and most conservative method of treat- 
ment for this condition. 

Joun W. BRENNAN, M.D. 


The Origin of Aseptic Renal Calculi (Die Genese der 
aseptischen Nierensteine). K. ScHEELE. Zschr. 
Urol., 1951, 44: 269. 


In this article the author discusses the work of 
Randall who demonstrated that bacterial toxins 
which are excreted by the kidney cause localized 
damage of the wall of collecting tubes especially at 
the apexes of the pyramids. This is followed by a 
subepithelial calcium deposit. Eventually, a true 
calculus is formed which is attached to a papilla 
and later will be freed. 
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Fig. 1 (Scheele). Calculus 5 by 4 mm. History: uretero- 
tomy for obstructing stone. Smooth outer surface, rough 
area of attachment. 


The author stresses that this origin is reflected in 
the structure of young calculi, which have a greater 
smooth ‘‘outer” surface and a smaller rough area 
(about 30% of the total surface), sometimes with 
deep fissures, which is presumably the former place 
of attachment to the pyramid. 

The clinical observations and roentgen ray studies 
further support this hypothesis. 

GERTRUDE J. VAN Eck, M.D. 


With Reference to the Presumed Relationship Be- 
tween Pyelorenal Lithiasis and Neoplasm (Su 
presunti rapporti fra calcolosi e neoplasie in sede 
Gaeuniat. Pretro Fasris. Arch. ital. urol., 1950, 
24: 343. 

Two exemplars of the association of lithiasis and 
neoplasm of the pyelorenal system are reported. 
In every other respect than the presence of stone 
they were almost antithetical. 

The first patient was a 54 year old male with a 
history of two attacks of hematuria, 3 years apart. 
The roentgenogram disclosed the presence of a wal- 
nut-sized calculus in the pelvis of the right kidney. 
Nephrectomy was done and the removed specimen 
was found to have an orange-sized tumor in the up- 
per portion of the kidney parenchyma. Histologic 
study showed this tumor to be a hypernephroma. 
The stone was a calcium calculus lying in an exten- 
sively inflamed renal pelvis. 

The second patient was a 38 year old male who 
had been suffering for about 10 months from pains 
in the region of the right kidney. These pains had 
at first been colicky, but later they became almost 
continuous and were dull, nonradiating, and pro- 
gressively becoming worse. Roentgenographs dis- 
closed multiple calculi in the calyces of the right 
kidney pelvis. These stones were approximately 
the size of cherry stones. The kidney was removed, 
and lying in the renal pelvis at the level of the middle 
group of calyces was a vegetating, cauliflowerlike, 
whitish, soft, friable formation the size of a small 
walnut. Histologic examination of this growth dis- 
closed a papilloma without evidence in its epithelial 


covering of invasion of the deeper tissues, but with 
evidence in the epithelial cells themselves (atypical 
mitoses) of an epitheliomatous evolution. The 
stones were urate calculi. 

The author believes that in the first of these cases 
the stone was secondary to the tumor, and that in 
the second case the stones were primary, the papil- 
loma arising as a result of the irritation of their 
presence. In the latter instance a cellular “‘disposi- 
tion” (Virchow) is postulated, the urinary stones 
being merely the exciting factors acting on cells 
already possessing the latent potentiality of produc- 
ing a neoplasm. Joun W. Brennan, M.D. 


ARare Tumor of the Kidney, Pronephric Blastoma? 
(Ueber einen seltenen Nierentumor, Urnierenblas- 
tem?). Haratp ULtzMANN. Zschr. Urol., 1951, 44: 
202. 


The fist-sized, firm elastic, nodular mass in the 
left kidney region was an accidental finding in a 2 
year old girl child. Intravenous pyelography failed 
to demonstrate the left kidney. Operation disclosed 
in the left kidney region a retroperitoneal, multi- 
locular, cystic tumor. This was easily removed, and 
through a buttonhole incision in the peritoneum 
the rest of the abdomen was palpated; the right 
kidney seemed normal enough, though apparently 
slightly enlarged; there was what appeared to be a 
cystic formation on the anterior border of the liver. 
The postoperative course was uneventful. 

The tumor mass thus procured measured 6.5, 6.5, 
and 4cm., and consisted of several cystic, fluctuating 
components. The largest cyst was cranially placed 
and measured 4.5, 5, and 3.5 cm., and the caudally 
and laterally placed cavity measured 1.5, 2, 1.5 cm. 
Medially placed to these were a number of smaller, 
pea to hazelnut-sized nodules separated from the 
rest by a deep sulcus. On the dorsal and medial 
surface was considerable fatty tissue, forming a sort 
of hilus for the mass and containing delicate blood 
vessels leading to the neoplasm. No kidney tissue, 
renal pelvis, or ureter could be found. 

The cystic contents consisted in each instance of 
a colorless fluid with a specific gravity of 0.82 and 
containing some whitish floccules. In the small 
amount of sediment was very little trace of nitrogen- 
containing substances and a slight amount of sodium 
chloride. On the inner surface of the largest cyst was 
a 2 to 3 mm. slitlike opening leading downwards 
toward the hilus for 0.5 cm., to end in a smaller 
cystlike cavity. , 

All the cavities were otherwise smooth-walled, and 
histologically were found to be lined with a single 
layer of cubical to cylindrical epitheliumlike cells 
with rounded, chromatin-rich, basally placed nuclei. 
Beneath this lining layer was a narrow, hyalinelike, 
cell-poor zone which was bordered from beneath by 
a more cell-rich tissue. Here the nuclei were parallel, 
longish, or even rodlike, and were poor in chromatin. 
This layer proved to be composed of smooth muscle 
fibers in numerous layers which were frequently 
interwoven. External to this muscle layer was loose, 
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vascular connective tissue. The smaller cysts tended 
to have thicker walls and a single layer of tall cylin- 
drical epithelium. Here the epithelial layer fre- 
quently rested directly on the muscle layer. The 
cyst walls were separated from one another by loose, 
fibrous tissue containing distended, thin-walled 
blood vessels. There were some small aggregations 
of round cells in the fibrous outer zone of the walls 
of the cysts. 

Down near the hilus were groups of tiny cavities 
with the appearance of being cross sections of tiny 
canals. These tiny cavities were lined by the same 
single layer of tall cylindrical epithelial cells, and in 
many instances these also rested directly on the 
underlying muscle layer. The impression here given 
was that of the paroophoron. 

The author believes these tiny canals are derived 
from the transverse canaliculi of the pronephros, and 
he regards the tumor itself as being a pronephric 
blastoma. Joun W. Brennan, M.D. 


Misleading Pyelograms Caused by Renal Tumor 
and Their Causes (Nierentumor vortaeuschende 
Pyelogramme und ihre Ursachen). B. Brsus. Zschr. 
Urol., 1951, 44: 104. 

The misdiagnosis of some condition as tumor is not 
as pernicious as its converse, but it is sufficiently dis- 
advantageous in that the patient may be subjected 
to a not entirely indifferent operation, whereas with 
proper diagnosis this might have been obviated. 

Twelve instances of shadow defects on the retro- 
grade pyelogram simulating tumor are reported. 
The first 2 were instances of renal torsion on the long 
transverse axis. The third and fourth were in- 
stances of the so-called “long kidney,” with indica- 
tions of an initial stage of double kidney formation. 
The fifth case was a cystic kidney wherein only one 
of the cysts was large enough to affect the shadow 
contour of the kidney pelvis. The sixth and seventh 
cases revealed the so-called missing middle calyx; 
the sixth case was a so-called false defect—the upper 
and lower calyces adequately took care of the total 
kidney tissue; the seventh case was a true defect 
(cyst) which was very similar in appearance. The 
eighth case showed a pyelonephritic contracted kid- 
ney with sclerotic perinephritic fatty capsular tissues 
constricting the hilus of the kidney pelvis. The 
ninth case showed a spotty defect on the pyelogram 
produced by blood clots which had entirely disap- 
peared on a subsequent pyelogram. The tenth case 
was that of a patient with a sudden onset of renal 
colic and hematuria. This was finally diagnosed as a 
renal infarct; in this case the condition should have 
been suspected because subsequent pyelograms 
showed a shortening of the deformed calyces instead 
of a lengthening as would be expected in expansive 
tumor growth. In the eleventh case the lack of filling 
of the right kidney pelvis was due simply to the failure 
of the shadow mixture to displace the clear urine in 
the renal pelvic cavity; frequently (as in this case) 
the failure to fill is due to failure to introduce the 
catheter far enough. In this instance the blood was 
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found to be coming from the left kidney, and the 
defect in the hilar region of the renal pelvis was due 
not to a tumor, but to a soft urate stone imbedded in 
the ulcerated wall of the urinary conduit. The 
twelfth instance was simply due to a urate stone 
which filled the renal pelvis. 

The last 2 patients did not present any pathog- 
nomonic defects in the shadow pyelogram and their 
symptoms were explained by pneumoroentgenogra- 
phy of the perirenal tissues; the one had a hyper- 
nephroma and the other a papilliform cystadenoma 
which could be enucleated while the kidney was left 
in situ. 

The last 2 instances were described, although this 
article did not deal with tumors, merely to show that 
the pyelogram may be misleading even when per- 
fectly normal. Joun W. Brennan, M.D. 


Partial Nephrectomy, Based on 16 Observations (La 
néphrectomie partielle, d’aprés 16 observations). 
J. CrBErT, W. Moonen, and L. Covtonvat. Lyon 
chir., 1951, 46: 257. 

The new chemical, PAS, (para-amino-salicylic 
acid) and antibiotic modalities (streptomycin) ne- 
cessitate a complete revision of the question of con- 
servative surgery of the kidney. The authors do not 
have in mind, under the term “partial nephrectomy,” 
such procedures as the enucleation or suppression of 
cysts, the separation of the fused kidney, or the sup- 
pression of one of the elements of a double, or bifid, 
ureter. In this report the term includes only the 
partial excision practiced on a nonbilobed kidney 
with a ureter and a pedicle of the usual type. 

Two techniques have been in general use. The 
more complete technique consists in preliminary 
ligation of the blood vessels and calyx leading to 
the part to be resected. A wedge-shaped section of 
the parenchyma is then removed and the two re- 
maining flaps are then brought together and su- 
tured. The other technique consists in the excision 
of the wedge-shaped portion of renal parenchyma 
without preliminary ligations as above described, 
and the flaps are then sutured together over a flap 
of muscle tissue which has been previously removed 
from the obliquus externus abdominis. The electric 
bistoury is not employed. 

There were 10 resections of the superior pole of the 
kidney, 5 of the lower pole, and 1 resection of the 
middle section. There were no deaths from the oper- 
ation itself; in fact, there were only 2 deaths, which 
occurred in the group of 4 patients with residual 
kidneys (tuberculosis). One is ascribed to the admin- 
istration of too much intravenous saline for the 
residual kidney to handle; the other death occurred 
on the third postoperative day of pulmonary com- 
plications. A third patient is believed to be in a 
precarious condition (urea: 1.05); however, he has 
put on 6 pounds in body weight, is able to work, 
and is quite satisfied with the result. 

In the case of the pulmonary disease, the operation 
could, in the opinion of the authors, have been 
avoided if an ascending pyelography had been done 
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before operating; however, in another patient in 
whom this procedure had been carried out there was 
a long period of suppuration following the surgical 
attack and this was ascribed to the ascending pyel- 
ography. 

Formally indicated for this operation are the pa- 
tients with hydrocalyx, and certain cases of lithiasis 
of the calyx with localized alterations of the paren- 
chyma. In the instances of renal tuberculosis (9 
cases in all) the material is of too recent origin to 
permit of assessment of ultimate results and, of 
course, without such assessment definitive indica- 
tions cannot be determined; however, on the whole 
it would seem that the operation, where possible, 
should be limited to localized lesions which are no 
longer active. On the other hand, with regard to 
operating on these torpid, localized, lesions, the 
authors are adamant; even when the lesion seems to 
have been healed by PAS and streptomycin, it is 
still regarded as being merely in a latent state and 
certain, sooner or later, to break out again. 

Finally, a warning is sounded with regard to 
streptomycin; in all these patients in whom there had 
been any indication of infectious postoperative reac- 
tion, streptomycin had been previously administered 
for considerable periods of time (streptomycin 
resistance). Joun W. BRENNAN, M.D. 


Ureterocoele (Ureterocoele). A. VALE¢Ié and V. Gvoz- 
panovié. Acta chir., Zagreb, 1950, 1: 68. 


Five cases of this anomaly are here reported. The 
authors can find no reports of this condition in the 
Jugoslavian medical literature prior to 1947. In 
this year 1 case was discovered roentgenographi- 
cally and later verified cystoscopically. In 600 cysto- 
scopic examinations made during 1948, no instances 
were discovered. In 1949, among 625 cystoscopies, 
4 cases were encountered (0.6%); 1 case was dis- 
covered roentgenographically and later verified by 
cystoscopy. The success with this year’s material 
is ascribed to the introduction of intravenous urog- 
raphy with compression of the ureter. 

The first case was that of a 23 year old woman 
who had suffered an attack of specific peritonitis 
when 13 years of age. Five months previously she 
had suffered dull pain in the right kidney region, and 
burning on urination. Frequency of urination and 
sudden stoppage was noted. The urine contained 
leucocytes, erythrocytes, and bacteria, but no tuber- 
cle bacilli. After suprapubic removal of a large 
stone (the size of a hen’s egg) in the bladder, roent- 
gen films disclosed a hazelnut-sized stone in the right 
terminal ureter and a large coral stone in the right 
kidney pelvis. The stone in the ureterocele was 
removed at a second operation. The kidney stone 
will be dealt with later. The finding of these three 
stones in the right urinary tract and bladder in the 
one patient seems to be unique in the medical 
literature. 

The second case was that of a 22 year old woman 
who, 3 weeks previously, had suffered an attack of 
pain in the right kidney and right abdominal region 
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with dysuria. There was a firm area of resistance 
below the arch of the right costal border which 
could be moved in anteroposterior direction. This 
was taken to be the lower pole of the right kidney, 
Cystoscopically the right ureteral orifice appeared 
normal in appearance and location. The left ureteral 
orifice was discovered at the summit of a cystlike 
dilatation of the terminal ureter (ureterocoele), the 
size of a small cherry. The structure expanded with 
each discharge of urine. 

Intravenous pyelography disclosed the presence of 
bilateral ureterocele; the one on the left was cherry- 
sized, the one on the right larger (the size of a date 
kernel). This patient is suffering from a severe 
dermatitis and has not yet been operated upon. 

The third case is that of a 60 year old country 
woman who, the day previous to her entry into the 
clinic, suffered a sudden attack of pain on the right 
side of the abdomen and in the region of the right 
kidney with severe irritation during urination. 
Cystoscopy disclosed in the region of the right ure- 
teral orifice a rounded protrusion the size of a small 
plum which expanded with each discharge of urine. 
The indigo-colored urine was seeping through a tiny 
opening in the summit of the protrusion. The aper- 
ture was enlarged through an operating cystoscope, 
using the cystoscopic shears, and leaving a gaping 
opening. The patient has not since been troubled. 

The fourth case was that of a 24 year old man who 
shortly before had undergone thoracotomy for a 
foreign body in the lung. Since then the patient had 
been suffering from severe pain in the right hypo- 
chondral region. Cystoscopically the patient showed 
the right ureteral orifice to be markedly displaced 
downwards, the left orifice appearing normal in all 
respects. By means of intravenous pyelography it 
was found that the right ureteral orifice was replaced 
by a ureterocoele the size of a small hen’s egg, and 
there was a stone in the right lower calyx of the 
kidney. The pains disappeared under short wave 
therapy and the operation on the ureteral cyst was 
delayed until the patient had fully recovered from 
the previous operation. 

The fifth case was that of a 43 year old woman 
who complained of dull pains in the left renal and 
abdominal regions. The cystoscopic examination 
disclosed bilateral pea-sized ureterocoeles with a fine 
aperture on the summit of each. With the discharge 
of urine the cystic structures became visibly ex- 
panded. The indigo-colored urine was discharged 
into the bladder from these apertures in an extremely 
fine stream. Intravenous pyelography confirmed the 
diagnosis. 

With a fine shears and diathermy, through an _ 
operating cystoscope the left aperture was enlarged. 
Following this operation the patient’s symptoms dis- 
appeared. Two months later the aperture was still 
widely gaping and the indigo-colored urine was 
squirting out into the bladder in a coarse stream. _ 

The authors ascribe their success’in the diagnosis 
and treatment of this condition to the close collab- 
oration of the urologist and roentgenologist. The 
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roentgenologic examination, especially in the guise 
of intravenous pyelography with compression, would 
seem to be superior to cystoscopy in the matter of 
diagnosis. The ureterocoele is not always present 
as a positive shadow but under certain conditions, 
such as large quantities of residual urine in the sac, 
or those instances in which the remaining kidney is 
functionally more active in eliminating the dye, the 
sac may be observable as a lighter area. 

Although simple methods of treatment were used 
by the authors, they admit that under certain cir- 
cumstances, as in the presence of severe hydrone- 
phrosis or infection, in cases in which the other 
kidney is adequate, nephrectomy may be indicated. 

Joun W. BRENNAN, M.D. 


BLADDER, URETHRA, AND PENIS 


Carcinoma of the Bladder: An Evaluation of Total 
Cystectomy and Other Methods of Treatment. 
FLETCHER H. CoitBy and WALTER S. KERR, Jr. 
N. England M.J., 1951, 244: 504. 

A concise and clear-cut evaluation of the long 
term results of total cystectomy is presented by the 
authors and a significant comparison has been made 
between total cystectomy and other less formidable 
procedures in the treatment of carcinoma of the 
bladder. 

From 1934 to 1950, a total of 103 cystectomies for 
carcinoma of the bladder were performed at the 
Massachusetts General Hospital, Boston. During 
the same period a total of 700 patients with car- 
cinoma of the bladder were treated at this institu- 
tion, with all forms of therapy. In reviewing the 
microscopic characteristics of these neoplasms, it is 
suggested that penetration into the bladder muscles 
may have more significance than the size or loca- 
tion of the tumor, no matter whether it was papil- 
lary or nonpapillary. Only those tumors were 
studied that provided sufficient microscopic ma- 
terial to show whether or not muscle invasion was 
present. 

Carcinoma of the bladder was treated by various 
methods, such as total cystectomy, segmental re- 
section, fulguration, and electroresection, and pre- 
sented a 10 per cent 5 year survival rate when the 
muscle was invaded. There was a 66 per cent sur- 
vival rate over a 5 year period when no invasion of 
the muscle was demonstrated; when either electro- 
resection or segmental resection was used exclu- 
sively, the 5 year survival rate increased to 11 per 
cent when the muscle was invaded and to 100 per 
cent when no invasion was demonstrated. Total 
cystectomy as an exclusive form of therapy re- 
sulted in an 8 per cent 5 year survival with muscle 
invasion, and a 16 per cent 5 year survival without 
muscle invasion of the bladder. 

Segmental resection or local destruction obvi- 
ously was not sufficient to control most of the tumor 
which had invaded the muscle; however, when the 
bladder muscle was not invaded these measures 
were adequate. Many of the deaths following total 
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cystectomy were the result of operation because of 
the altered body chemistry, infection, and failing 
renal function with uremia. A few deaths in this 
series were due to cerebral accident and uncertain 
causes. As far as can be determined, no patient 
whose tumor did not invade the muscle died of 
cancer. 

Invasion of the underlying muscle, therefore, in 
a bladder tumor implies a poor prognosis. When 
total cystectomy was used for tumors that did not 
invade the muscle, the 5 year rate was considerably 
lower than when other methods were used—16 per 
cent and too per cent, respectively. Since there was 
no evidence of patients without invasion of the 
muscle dying of cancer after cystectomy, it must 
be assumed that they died from the effects of the 


_ operation itself. 


Tumors that did not invade the muscle appeared 
to be well localized and did not spread to the re- 
gional lymph nodes, so far as could be determined. 
Forty per cent of tumors that did invade the mus- 
cle involved the regional lymph nodes with neo- 
plastic tissue; therefore, if the bladder muscle is 
invaded by tumor the regional lymph nodes should 
be removed, if possible, regardless of the method 
used to remove the primary tumor. 

HERBERT J. KAROL, M.D. 


Voluntary Urinary Control in the Incontinent 
Urethra, Using the Psoas Muscle (Occludibilita 
volontaria di uretra incontinente mediante gli psoas). 
FERDINANDO STEFANI. Gior. ital. chir., 1951, 7: 73- 


This operation has already been described in detail 
before the Seventeenth Congress della Societa Ital- 
iana di Urologia in Rome, Italy, in 1947. It consists 
essentially in cutting the tendinous attachment of the 
psoas minor to the iliac fascia and its transposition 
medially where it is stitched to a 22 to 26 cm. strip 
of fascia lata transplant. This strip is led down 
behind the pubic bone on the same side as the psoas 
used, is passed beneath the urethra, and then is 
brought up in front of the pubic ramus on the oppo- 
site side and stitched to the anterior surface of this 
bone. This forms a sort of sling for the incontinent 
urethra tending to occlude its lumen by means of an 
elastic compression. The author also mentions the 
technique whereby the end of the strip of fascia 
lata, which he attaches to the pubic bone of the oppo- 
site side, could, after encircling the urethra, be 
brought back and attached to the anterior surface 
of the pubic bone on the same side, thus adding an 
effect of torsion to that of compression; however, 
he regards such procedures as needless refinements. 
Two schematic figures in the original text render the 
nature of the procedure obvious. 

In addition to the successful operation performed 
on 1 patient whose case was reported on the previous 
occasion, the author is now able to report 2 more 
cases. The patient whose case was reported in 1947 
has continued to show improvement in function of 
the new sphincter, and in capacity of the originally 
contracted bladder. In one of the 2 later cases there 
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was no psoas minor muscle (a not uncommon ana- 
tomical finding) and a part of the psoas major had to 
be substituted. This patient was not in the best 
physical condition, and following the operation there 
developed a hematoma of the labium majus on the 
side of attachment of the fascia lata transplant to the 
pubic ramus, and a large abscess in the gluteal region 
(from the injection of streptomycin); nevertheless 
the operative wound itself healed without infection, 
the patient is now able to retain urine for as long as 
4 to 5 hours, and the capacity of the bladder has 
increased from 15-20 C.c. to 300 C.C. 

Although the material here reported is too meager 
to permit of postulation, the author believes that 
the results recorded indicate promise of an important 
proportion of successful operations by this method. 
It is considered that a portion of the rectus abdom- 
inis muscle might also be employed for the purpose 
here envisioned. The particular advantage of the 
method lies in the high location of the muscle used, 
and especially in the high level of its innervation, 
and finally in the circumstance that the muscle 
itself is little disturbed by the operative procedure. 
There is really no contraindication to the method, 
except such as would contraindicate surgery of any 
nature whatever. Of course, only the fascia lata 
can be here employed, so that in the unlikely con- 
tingency of such a condition as a bilateral thigh 
amputation the operation would be absolutely con- 
traindicated, viz., impossible. 

In the milder cases of incontinence, such as those 
in which the natural sphincter is still at least par- 
tially conserved, and in which simpler methods 
might bring sufficient amelioration, such an extensive 
procedure as the one here reported could not be more 
than relatively indicated; however, even here, in 
those cases in which the simpler methods fail, the 
more extensive procedure might be absolutely in- 
dicated. Joun W. Brennan, M.D. 


Cancer of the Penis (Cancer del pene). Jutio E. Co- 
LON. Rev. Liga puertorrig. cancer., 1950, 10: 177. 


During a period of 10 years the author observed 
133 cases of cancer of the penis in the Institute of 
Radiotherapy of the Cancer League, in Puerto Rico. 
Cancer of the penis, the author states, usually occurs 
in middle age; in the present series the average age 
was 53 years. Congenital phimosis was present in 
54 per cent of the cases; other predisposing factors 
were venereal disease, trauma, and papillomas. 

In most instances the cancer started in the region 
of the balanopreputial sulcus, or on the inner surface 
of the foreskin. From the clinical point of view, two 
forms have been observed: the papillary or hyper- 
trophic form, and the ulcerous or cirrhotic form. 
The first type showed a more superficial growth 
invading the regional glands in later stages, whereas 
the second type developed in the corpus cavernosum 
of the penis or in the corpus spongiosum of the 
urethra. Diagnosis was made in all cases on histo- 
logic examination of biopsy material. Histologically, 
the tumors were characterized by epithelial cells of 


the upper strata; there was only 1 case of tumor 
with basal cell composition. 

The treatment varied according to the grade of 
invasion in the underlying tissues or in the metas- 
tases. In very small, well circumscribed lesions, 
excision or irradiation therapy was successfully 
applied. In the great majority of cases partial ampu- 
tation combined with irradiation therapy gave the 
best results. Involved glands were removed through 
inguinocrural incision; emasculation was performed 
when the scrotum was invaded. 

Oca M. Harine, M.D. 


GENITAL ORGANS 


Prostatic Smears; Interesting Technical Aspects; 
Initial Results (Les frottis prostatiques; leur intérét 
technique; les premiers résultats). P-J. Vrata, T. 
Grosz, J. CHomf, and R. pu BoIsTESSELIN. Presse 
med., 1951, 59: 420. 

Up to the present time, the authors have studied 
the smears in 100 patients ranging in age from 20 
to 85 years, 12 per cent coming from males of 20 to 
30 years, 13 per cent from males of 30 to 50, 20 
per cent from males 50 to 60, and 55 per cent from 
males of 60 to 80 years. These specimens were pro- 
cured by prostatic massage and stained by the 
methods of Thierry, of Best (carmine), and of 
Giemsa-May-Gruenwald. In a few instances it was 
necessary to procure the specimen by centrifuging 
the urine. 

In the specimens procured from normal individ- 
uals, some would represent a parvicellular fluid con- 
taining a few leucocytes, a few round cells (lympho- 
cytes), or histiocytes enmeshed in mucus, some 
would consist of the so-called ‘‘seminal type” with 
large numbers of spermatozoa, and occasionally the 
slide would contain a few isolated, or a few masses of, 
desquamated epithelial cells. 

In the presence of acute prostatitis, leucocytes 
predominated; usually, lymphocytes and desqua- 
mated epithelial cells were present in numbers. In 
cases of chronic prostatitis there would be a great 
number of desquamated epithelial cells, isolated or 
in masses, or large flat cells with neutral nucleus, 
cytoplasm rather clear, frequently granular, with 
pyknotic nuclei, and finally there would be present 
a wide variety of bacteria. The difference between 
the acute and chronic forms was seen in the pre- 
dominance of leucocytes in the one, and the predom- 
inance of cells of connective tissue origin in the other. 

Characteristic of the specimens procured from 
patients with prostatic adenoma, were “round” 
cells of large size ranging in size from 2 to 4 times 
that of the usual histiocyte. The nuclei of these 
cells occupied half the cell body, was centrally lo- 
cated, and rounded or oval. On the whole they re- 
sembled the cells of the external basal layer of 
vaginal smears. At times their protoplasm was 
finely vacuolated. Histiocytes with evidence of 
phagocytosis were present in variable numbers, as 
were polynuclears, microbes, and spermatozoa. 
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The smears of the malignant neoplasms were char- 
acterized, of course, by the cancer cell. These cells 
were large, with huge, deeply staining nuclei and 
basophile cytoplasm. Their most striking charac- 
teristic was the irregularity in shape of the nuclei, as 
between the cells of the same group or mass. In 
general, the diagnosis of this class of cell is an arduous 
task and requires much prudence in practice. In the 
authors’ material, here reported, there were 4 cases 
of cancer of the prostate diagnosed from the smear; 
2 of these were unsuspected by the clinicians. 

The smears following estrogenic therapy were 
characterized by the predominance of the so-called 
“glycogen cells.” These cells were best brought out 
by the carmine stain of Best. These cells were ob- 
served not only following treatment with estrogens, 
but also following androgenic therapy. The hor- 
monal treatment tended to activate the desquama- 
tive processes and thus permitted the recovery of 
larger numbers of the neoplastic elements in the 
smear. 

The purpose of this preliminary report from the 
Beaujon hospital in Paris, France, is two-fold: first, 
the authors wish to generalize the method in current 
practice everywhere, and secondly, they wish to 
emphasize its value in therapeusis. 

Joun W. BRENNAN, M.D. 


New Aspects of Surgical Treatment of Carcinoma 
of the Prostate and Total Perineal Prostatecto- 
my (Nuevo aspecto del tratamiento quirurgico del 
carcinoma de la prostata y prostatectomia perineal 
total). RoBERT GUTIERREZ. Rev. Urol., Méx., 1950, 
8: 235. 

The author reports his successes with 100 consec- 
utive cases of carcinoma of the prostate treated by 
radical perineal prostatovesiculectomy, and rou- 
tinely prepared by hormonal therapy. The admin- 
istration of stilbesterol in 5 mgm. doses three times 
a day, and gradually increased to tolerance, over a 
period of 4 to 8 weeks, has resulted in diminution in 
size of the carcinomatous mass, increased softening 
and mobility of the gland, with regression of metas- 
tatic lesions. The physical changes in the gland 
permit the operation of radical perineal prostato- 
vesiculectomy. Such glands hitherto were dismissed 
as “frozen” and routinely treated by castration, 
hormone therapy, and transurethral resection, in 
combination or as individual procedures. 

The author admits that only 4 patients who are 
well to date have been followed up to 5 years. As 
for the rest, insufficient time has elapsed to judge 
impartially the effectiveness of his procedure. 

When the patient became intolerant to stilbes- 
terol, the author employed progesterone in daily 
doses of 25 mgm. intramuscularly, and daily doses of 
25 mgm. orally until the desired physical changes 
of the prostate were obtained. Concurrently, the 
author employed vitamins, antibiotics, decompres- 
sion, and all means to reduce the surgical risk. 
Postoperatively, the same routine of hormone ther- 
apy was used for complete regression of metastasis. 
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It is the marked softening and shrinking of the 
gland that facilitates the procedure, which the author 
acknowledges is mastered by only few urologists, a 
procedure that has fallen into disrepute for some 
time. , 

In his series, incontinence was a major complica- 
tion lasting up to several months, and in 1 case up to 
3 years. Proper anastomosis of the vesical neck and 
membranous urethra reinforced by Denonvillier’s 
fascia is essential. Resection of part of the vesical 
neck and trigone involved by carcinoma was per- 
formed in some cases; when the ureteral openings 
were encroached upon, cystectomy with uretero- 
sigmoidostomy was added to the perineal operation. 

It is only in the scirrhous carcinomas, amounting 
to 20 per cent of all cases, that hormonal therapy is 
of no avail; however, the author claims a 50 per cent 
probable cure on the remaining 80 per cent of adeno- 
carcinomas treated by his approach. 

In the series of 14 cases, reported in detail, there 
was no operative death; however, the technique is 
exacting and tedious. Micvet Drosinsky, M.D. 


MISCELLANEOUS 


Common Congenital Lesions of the Urinary Tract. 
Epcar Burns and B. Marvin Harvarp. J. Am. M. 
Ass., 1951, 146: 419. 

This is a general consideration of the authors’ 
preferred methods for managing congenital obstruc- 
tive lesions in the urinary tract, exstrophy of the 
bladder, hypospadias, and epispadias. 

In the obstructive category have been included 
ureteropelvic, ureterovesical, and vesical neck anom- 
alies. When obstruction at the ureteropelvic junc- 
ture has resulted in less than one-fourth of normal 
renal function, nephrectomy is preferred. When 
the value of the hydronephrotic kidney is equivocal, 
young patients are given the benefit of plastic 
correction of the obstruction and subjected to sub- 
sequent secondary nephrectomy if necessary. No 
single type of ureteroplasty is considered adequate 
for all types of cases. With bilateral ureteropelvic 
lesions, the poorer side is corrected first and the 
other kidney is repaired within 3 months. 

Transurethral resection is advocated for most 
ureteroceles, but suprapubic excision is recommended 
for very young patients, especially if the cyst is un- 
usually large. Transurethral] or transvesical ureteral] 
meatotomy for stenosis at the ureterovesical junc- 
ture is considered far superior to simple dilatation 
or reimplantation of the ureter. 

Congenital obstructions at the vesical neck were 
managed best by transurethral resection or by 
retropubic operation. All of the 12 patients treated 
by the latter method had excellent results and perfect 
urinary control. 

Recommended treatment for exstrophy of the 
bladder consists of: (1) early ureterosigmoidostomy, 
by aslightly modified Coffey 1 technique, (2) excision 
of the bladder, including removal of all epithelium, 
and repair of the abdominal defect, and (3) correc- 
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tion of the epispadias in males or construction of a 
vagina in females. The Denis-Browne technique is 
favored for the third stage of the operation on males. 

In the discussion of this article, HINMAN stressed 
the danger of atresia of the new urethra or vagina 
if the plastic procedures were completed before 
puberty. 

The Denis-Browne operation is recommended for 
repair of both hypospadias and epispadias without 
exstrophy. The authors’ technique is described in 
detail and is also well illustrated. 

Ormonp S. Cutp, M.D. 


Advisability of Surgical Reversal of Sex in Female 
Pseudohermaphroditism. FRANK HINMAN, JR. 
J. Am. M. Ass., 1951, 146: 423. 

Some pseudohermaphrodites may have adrenal 
hyperplasia that produces progressive masculiniza- 
tion despite their female pelvic organs. The advisa- 
bility of being guided solely by gonadal sex in the 
surgical management of such cases is questioned and 
a plea is made to avoid untimely amputation of the 
phallus. 

Five cases are cited to illustrate the embarrassing 
situation that can result from excessive adrenal 
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activity. Adequate evaluation of the potential 
adrenal influence is impossible until the patient js 
approximately 2 years of age. At that time the 
advanced bone age, the increasing size of the phallus, 
hirsutism, and elevated 17-ketosteroid excretion are 
indications of a progressive masculinizing disorder 
that apparently cannot be checked by either partial 
adrenalectomy or estrogenic therapy. To date, 
cortisone has been the most promising therapeutic 
agent. 

The author is convinced that no decision should 
be made regarding the preferable sex until the age 
of 2 years. Conversion to future male existence may 
be much simpler and more desirable than strict 
adherence to the dictates of the gonads. 

Consideration is given to the surgical, endocrino- 
logic, psychologic, moral, and legal aspects of choos- 
ing a different sex for any patient. It is concluded 
that female pseudohermaphrodites can be raised as 
boys without any psychic disturbance if the change 
is made at 2 or 3 years of age, that only the Roman 
Catholic Church has any moral objections to sex 
reversal and that there are no legal obstacles to the 
choice of either sex under these circumstances. 

Ormonp S. Cup, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Local Penicillin Therapy of Osteomyelitis and Its 
Influence on the Course of the Disease (La 
pénicillinothérapie locale massive empéche l’évolu- 
tion de lostéomyélite aigué vers l’ostéomyélite 
chronique). S. CIANCARELLI. Lyon chir., 1951, 46: 
194. 

The author advocates the local application of 
penicillin in very high doses over a prolonged time as 
the only rational therapy in hematogenous osteo- 
myelitis of the adolescent. It is given subperiosteally 
or intramedullarly and causes subsidence of the 
toxic signs. The roentgenographic picture of the 
chronic osteomyelitis changes rapidly before the 
formation of a sequestrum. The stage of aseptic 
necrosis shows no destruction present and changes 
into a regenerative phase with recalcification within 
2 to 4 months and absence of periosteal hyperplasia. 
Due to diminution of the osteogenetic power, spon- 
taneous fractures occur, and, therefore, splinting and 
vitamin D medication are recommended. 

The doses employed are 4 million units daily, 
sometimes in combination with streptomycin and 
sulfa drugs. There is no change into a chronic form 
of osteomyelitis. All other forms of application (ar- 
terial, venous, hypodermic) do not have such a pro- 
found influence as the local application which is 
given subperiosteally zz situ around the metaphyseal- 
diaphyseal zone and the connecting soft tissue. The 
initial high doses are diminished to from 500,000 to 
100,000 units given twice daily until the x-ray exam- 
ination shows signs of regeneration. The earlier that 
penicillin is started the better are the results. If 
there is delay the osteoperiosteal reactions take 
place and lead to a necrotic focus inaccessible to local 
penicillin therapy. 

The guiding x-ray signs—more important than 
clinical evaluation—are like those in chronic bone 
disease (tuberculosis), osteoporosis, or aseptic necro- 
sis. General and local signs may disappear, while at 
the same time necrosis and infection spots remain. 

Ernest H. BETTMANN, M.D. 


The Osteochondrite Dissecans (L’ostéochondrite dis- 
séquante; réactions de la membrane synoviale). 
RoBerT Soeur. Rev. chir. orthop., Par., 1951, 37: 5. 


The first description of this condition was given by 
Ambroise Paré. The etiology is still puzzling with 
its stereotypical location in knee and elbow, and its 
(evidently) noninflammatory origin. The main con- 
troversial theories are the traumatic origin of the 
condition, and the aseptic necrosis due to embolism. 
There are 3 pathologic manifestations: osteochon- 
dritis dissecans, osteochondromatosis, and chronic 
arthritis with free bodies. Experimentally, the syno- 
vial membrane seems to be able to enclose bony or 


cartilaginous particles and to cause regressive 
changes resulting in absorption. 

The author examined the synovia in 12 cases 
(9 knees, 1 elbow, 1 hip, and 1 ankle) and found 
typical changes in 3 different groups: (a) with the 
osteocartilaginous fragment still attached; (b) with 
a detached or pedunculated fragment; and (c) with 
a free body. There was an irregular intima with 
fibrous zones, and increased numbers of capillaries 
and hypertrophied villi. In all 3 groups, synovial 
changes were found: intense vascularization, change 
of the external fatty tissue into fibroareolar tissue, 
hypertrophy of villi, cellular proliferation, and pro- 
gressive sclerosis with perivascular fibrosis. 

The synovial membrane reacts differently accord- 
ing to the intra-articular damage—either mechani- 
cally, as in lesions of the meniscus, or chemically, 
as in hematomas or allergies (phenomenon of Arthus). 

In conclusion, the author emphasizes the import- 
ance of biopsies of the synovia and anterior articular 
fat pad, which show the presence of progressive 
sclerosis and the absence of plasma or lymphocyte 
infiltration, and which prove that the osteochondrite 
dissecans is traumatic, and not of inflammatory or 
embolic origin. Ernest H. BETTMANN, M.D. 


Contribution to the Study of Localized Fibrous 
Osteodysplasia: Jaffe-Lichtenstein Disease (Con- 
tributo allo studio delle osteodisplasie fibrose localiz- 
zate: (malattia di Jaffe-Lichtenstein). A. CABITZzA. 
Chir. org. movim., 1951, 36: 8. 

Two instances of Jaffe-Lichtenstein disease are 
reported. Both patients were males (36 and 23 
years of age, respectively); in both the lesions were 
bordered by normal appearing bone, in both there 
was no evidence of disturbance of body chemistry 
or of hormone imbalance, and in both there was a 
definite history of trauma for each lesion uncovered. 

The first patient presented all 4 lesions. There was 
a single cavitation with expansion of the corticalis 
of the first metatarsal bone of the left foot. On the 
same leg there was shown roentgenologically an 
areolar septate defect at the seat of an old healed 
fracture of the tibia, at the level of the junction of 
its middle and lower thirds, and on the right leg 
there were areas of rarefaction of the lateral mal- 
leolus and of the head of the fibula. The metacarpal 
and tibial lesions were curetted and the residual 
cavity was filled with spicules of bone. Two years 
later the tibial defect had completely filled in with 
solid bone; however, the metacarpal was again 
enormously expanded and painful, and renewed 
curettement produced a specimen which histologic- 
ally showed all the characteristics of a sarcomatous 
transformation of chondroblastic type. This trans- 
formation towards malignancy, however, is thought 
to have taken place in portions of the cavity which 
had not been adequately filled by bone spicules. 
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The second case exhibited no skeletal lesions ex- 
cept a shadow defect in the middle third of the right 
tibia which was again bordered by normal-appearing 
bone. The defect consisted of irregular -areas of 
condensation and of transparency without evident 
vacuolization of cystic type. The tibia itself was 
bent in the guise of a saber shin. This lesion was 
curetted. Six months later the appearance of the 
curetted cavity had not changed; however, the pa- 
tient was in excellent condition, and without symp- 
toms. 

In both these patients the histologic examination 
of the curetted specimens afforded findings typical 
of an osteodysplasia fibrosa. 

Of special interest in the second patient here re- 
ported was an old roentgenogram of the area of 
contusion of the tibia which disclosed even at that 
time a suggestive thickening of the corticalis. 

Joun W. Brennan, M.D. 


Parathyroid Adenoma and Disease of von Reck- 
linghausen. A Clinical Contribution (Adenoma 
paratiroideo e malattia di von Recklinghausen). A. 
Maori-Paoutni. Chirurgia, Milano, 1950, 5: 247. 

Since Askanazy in 1904 discovered the relation 
between the parathyroid glands and disease of the 
bones, the function of the parathyroid glands has 
undergone three different interpretations. The first 
one was based on the findings of Erdheim who con- 
cluded that hypertrophy of the parathyroids had to 
be interpreted as a secondary condition to bone 
disease, a reaction tending to limit the damage to 
the bones. This theory led to transplantation of the 
glands with very poor results. The second inter- 
pretation was made in 1925 when Mand, after fruit- 
less transplantation of the glands in a patient, later 
obtained brilliant therapeutic success by removing 
from the same patient an adenoma of the parathy- 
roid glands. This nullified the theory of Erdheim 
and led to the theory that the gland was related to 
the decalcification of bone. The third interpretation 
is being made at the present time as it seems that the 
clinical and experimental observations are con- 
tradictory to one another. 

The authors report 3 cases of Recklinghausen’s 
disease in which the patients regained good health 
after the surgical removal of a parathyroid adenoma. 
These cases were followed up for a period of 10, 7, 
and 5 years, respectively. 

In the first case the disease started with an extreme 
polydipsia and polyuria (15 quarts of urine were 
secreted in 24 hours). This was followed by digestive 
disturbances, general malaise, dyspnea, and, 10 
months later, by painful ambulation. Seven years 
before the onset of the disease the patient had suf- 
fered a skull fracture which kept him unconscious 
for 13 days and left him with a headache on the right 
side, slight trismus, and right palpebral ptosis. All 
these symptoms had been dispersed within 2 years 
by means of repeated lumbar punctures and x-ray 
therapy to the parietal region; a scleroderma of the 
lower limbs disappeared completely a year after 
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surgical intervention. Fifteen days after the surgery 
the blood calcium came down from 18 to 19 per cent 
to from 8 to 9 per cent and remained at that level, 
Ten years after the surgery the patient was in good 
physical condition, had gained 20 kgm. in weight, 
had a normal blood calcium and phosphorus, the 
fractures of the ribs, femurs, humerus, ulna, and 
clavicle were healed, and the patient was able to 
stand, though unable to walk because of a bilateral 
footdrop. In this case the symptoms that followed 
seemed very much like those of Recklinghausen’s 
disease of the hypophyseal-parathyroid type de- 
scribed by Wernley and Berdjis Chamsi. 

In the second case the symptoms, including 2 frac- 
tures of the neck of the femur, came on so slowly 
that the disease was diagnosed only when biopsy of 
the iliac bone was done. In this case the calcium was 
not much elevated (12%) and it returned to normal 
1 week after surgery. Improvement in this case was 
rapid and ambulation was possible 1 month after 
operation. Seven years after removal of the tumor 
of the parathyroid gland the patient had no pain, 
the x-rays showed improvement of the bones of the 
cranial vault, but the femoral epiphyses still showed 
areas of rarefaction. 

The third case was of interest because it started 
with renal symptoms, namely, renal sand at first, 
followed later by pelvic stones which necessitated 
their surgical removal. Four years afterward a 
pathological fracture of the clavicle occurred, and 
1 year thereafter bone decalcification was so marked 
that the patient was unable to stand. In this case 
the blood phosphorus was higher than normal (7.2% 
—normal 4.2%). Five years after surgical interven- 
tion the patient enjoyed good health, bone recalcifi- 
cation was complete, the cystic areas were gone, and 
there was no phosphaturia. 

In reviewing 400 cases of Recklinghausen’s disease’ 
the authors observe that during the surgery no para- 
thyroid tumors were found, the removed gland being 
either normal or hypertrophied. This could be ex- 
plained by an abnormal anatomical location of the 
tumor or by a wrong diagnosis. In other cases the 
tumor was found after the second or third surgical 
intervention, while in some cases the tumor was 
found in the mediastinum. A wrong diagnosis may 
have been possible in some cases because of the 
limited roentgenological and chemical knowledge at 
that time. 

During the last few years another disease, the 
disease of Jaffe and Lichtenstein, has been reported. 
In this disease the unaffected bone is normal, lacking 
the diffuse osteoporosis of Recklinghausen’s disease, 
while the affected bone does not have the same radio- 
transparency of the latter. Histologically, according 
to Casuccio, the disease of Jaffe and Lichtenstein 
shows greater osteoblastic activity, and an increase 
in the osteoid tissue, and the osteophytes seem to 
have a periosteal function. Ferrero in his revision of 
340 cases of Recklinghausen’s disease states that 68 
were doubtful and should have been considered to be 
Jaffe-Lichtenstein disease. 
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The cases in which removal of the hypertrophied 
parathyroids was followed at first by clinical im- 
provement and later by greater accentuation of the 
bony lesions (inciuding the case of Mandl) are con- 
sidered by many authors, including Leriche, as 
hyperplasia of the parathyroid glands. 

Those cases in which a total cure was obtained 
after surgical removal of the parathyroid tumor, the 
cure lasting 5, 7, and 10 years after surgery (as in the 
cases reported by the authors), must be regarded as 
Recklinghausen’s disease, while other forms of hy- 
perparathyroidism must be considered parathyroid 
osteosis. 

The authors came to the following conclusions: 

1. The disease of Recklinghausen is a typical 
manifestation of hyperparathyroidism caused by an 
active parathyroid tumor. 

2. The diagnosis of this disease is based on the 
blood findings, general bone changes, finding of the 
parathyroid tumor, and the clinical results after 
surgery. 

3. The search for the tumor must be accurate, 
thorough, even to the exploration of the medias- 
tinum, and must be repeated if the first intervention 
has been of no avail. 

4. Surgical removal of the tumor must be followed 
by arrest of the disease and progressive recalcifica- 
tion of the skeleton. 

5. When no adenoma is found the disease should 
be diagnosed as Jaffe-Lichtenstein disease, Paget’s 
disease, or osteomalacia, which may have concomi- 
tant hyperparathyroidism. 

Josepu M. A. Pape, M.D. 


Dupuytren’s Contracture (Dupuytrenova Kontrak- 
tura). Marko Groovié. Acta chir., Zagreb, 1950, 
¥: §t. 

The author’s personal experience with Dupuy- 
tren’s contracture extends to 12 cases in various 
stages of development. All patients were more than 
35 years of age. In 7 of these the contracture was 
limited to the right hand and in 5, to the left hand. 
In 2 instances only was the contracture bilateral. 

In 4 of the 7 cases of contractures of the right 
hand, the deformity involved the fourth and fifth 
fingers; in the other 3, only the fourth finger was 
affected. In one of the 4 instances mentioned, there 
was a necrosis of the pulp of the distal phalanx of 
the little finger following treatment by extension 
(premature application of extension and, apparently, 
forced extension). In the remaining 3 cases of this 
group the postoperative results were good. 

Three patients with contracture of the index 
finger report that the postoperative results have 
been very satisfactory. In 3 of the 5 patients with 
contracture limited to the left hand, the contracture 
was limited to the ring finger, and in the other 2 
to the ring and little fingers. Among these 5 there 
was one unfavorable result, i.e., necrosis of a small 
portion of skin which necessitated a prolonged 
= of treatment; the final result, however, was 
good. 
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The 2 patients with bilateral contracture were 
operated upon, one hand at a time, at intervals of 
6 months; the postoperative results in both hands 
and in both patients were uniformly good. 

The treatment has been strictly surgical and has 
consisted of thorough removal of the thickened and 
retracted palmar fascia, together with the fasciculi, 
extending as far as the base of the finger or even as 
far (in the severe cases) as the base of the distal 
phalanx of the involved finger. 

The principal incision extends from the ulnar 
border of the hand, approximately at the level of 
the terminal crease of the hand (linea mensalis), 
but never exactly coinciding with it, and runs 
transversely to near the middle of the palm, or the 
interdigital space between the big and ring fingers. 
It then turns bluntly in a proximal direction and 
courses roughly parallel with the linea hepatica, 
which marks the ulnar limits of the thenar eminence. 
This incision extends proximally to the base of the 
hand. In very severe and extensive cases, sub- 
sidiary incisions may be made, arising from the 
transverse limb of the principal incision and ex- 
tending distally within the ulnar surface of the 
involved finger. 

The author incises the contracted fascia up near 
the wrist and then follows the fasciculi downwards 
to the bases of the involved fingers, or even beyond, 
the hand being maintained in ischemia; however, 
he concedes it might be better, in some extreme in- 
stances, to incise the fasciculi distally, as recom- 
mended by some authors (Bunnell) and dissect up- 
wards without ischemia, in order to be able to 
watch the pulsations of the supplying arteries. 
However this may be, the author advises extreme 
caution in the general region of the base of the 
fascia, where the nerves and arteries are crowded 
in between the ligaments and tendons and frequent- 
ly massively involved in the cicatricial processes. 
Here also an occasional relaxing of the tourniquet 
might be advisable. 

After the dissection has been completed, the con- 
tracted fingers should not be forcibly straightened, 
but only extended as far as this can be accomplished 
without strain, and then immobilized in this posi- 
tion in a special plastic dressing in the form of 
volar and dorsal splints. The underlying tendon 
bursae are never opened. 

Rubber sponge pressure dressings are applied to 
the palm and left in place for about 2 weeks, after 
which they may be removed, and careful straight- 
ening exercises of the involved digits started. 

The author cites 2 cases of identical-appearing 
contractures involving both the palms of the hands 
and the soles of the feet, and he believes that 
more of these cases would be discovered if expressly 
looked for. Joun W. BRENNAN, M.D. 


Ruptures of the Rotator Cuff. H. F. Mosetey. Brit. 
J. Surg., 1951, 38: 340. 


This presentation is a complete discussion of rup- 
tures of the rotator cuff of the shoulder, including 
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consideration of the anatomical findings, function 
of the cuff, pathology occurring with age and in- 
jury, the clinical picture, and operative repair. All 
of these factors are thoroughly and clearly illus- 
trated in the article. The end results in operatively 
treated patients are described. 

The teres minor, infraspinatus, supraspinatus, 
and subscapularis muscles make up the rotator 
cuff. The subacromial and subcoracoid bursae are 
intimately concerned. Consideration of the scapulo- 
humeral joint and its functions is necessary in this 
problem. For this purpose, the movements of the 
joint are divided into (a) that of the glenohumeral 
joint, (b) that of the superohumeral joint, and (c) 
the bicipital tendon sheath mechanism. The axil- 
lary relations of the cuff and glenohumeral joint 
must be considered in this condition. The axillary 
operative approach permits important findings as 
regards injuries to this area, and the author believes 
it deserves emphasis as a method of approach. 

The rotator cuff is the fine adjustment in the 
mechanism of the glenohumeral joint. One of its 
chief functions is to maintain the fulcrum of the 
humeral head on the glenoid fossa in the varying 
positions of the humerus in relation to the scapula. 
The teres minor and infraspinatus are external ro- 
tators and the subscapularis counterbalances this 
on the anterior aspect of the joint. The supraspina- 
tus is concerned with abduction and normally it 
alone initiates the first 20 to 30 degrees of abduc- 
tion. The long head of the biceps, the long head of 
the triceps, and the coracobrachialis aid the rotator 
cuff. A normal condition of the subacromial and 
subcoracoid bursae is needed for normal function. 

Ruptures of the rotator cuff may be complete or 
partial. The extensive lesions are called massive 
avulsions. The age of the patient is a most im- 
portant predisposing factor. Almost always, these 
injuries occur in the fifth decade or later. The 
various changes occurring with aging are well dis- 
cussed. Degenerative periarthritis is a prominent 
factor. The cases are grouped into early and late 
ones according to the time of treatment. If the in- 
jury has been present beyond 3 weeks the patient 
probably belongs in the classification of late cases. 
In the early case, following a sprain or fall, the 
patient has acute pain and a snap in the shoulder. 
The pain is especially severe in the first 10 or 12 
hours. Abduction of the shoulder is quite painful 
and markedly diminished. If there is doubt of this, 
the injection of novocain will relieve the pain and 
if the patient is still unable to abduct the arm a 
rupture is present. Palpation reveals varying de- 
grees of tenderness in the region of the cuff. In the 
late cases there is associated atrophy of the muscles, 
especially of the supraspinatus and infraspinatus. 
There is also contracture of the cuff muscles. With 
long periods of time, the late case may show some 
return of function and motion, but the condition is 
far from the normal state. 

The author believes that many of the patients, 
especially those with acute conditions, should have 
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operative repair of the injury. General anesthesia 
and silk sutures are the choice. A curved incision 
extending downward from the tip of the acromion 
and splitting the deltoid is used. In the acute cases 
suture of the defect is accomplished fairly well. In 
the chronic cases more complicated procedures in- 
cluding various plastic procedures are required. 
Section of the acromion, resection of the intra- 
articular portion of the biceps tendon, and the 
Nicola procedure may be required. All of the opera- 
tive methods are well described and illustrated. 

Postoperative care consists in either the.use of a 
sling or of the plaster spica with the arm in the go- 
30-30 degree position. Graduated exercises and mo- 
tion are carried out under the supervision of the 
surgeon. Abduction of the arm without assistance 
is not permitted for 6 weeks following repair. Re- 
turn to work is allowed after a period of several 
months, beginning with light work and slow return 
to duties. 

The author has treated 48 patients, 43 males and 
5 females. Thirty-one of these cases are available 
for end result study and the criteria of evaluation 
are given. Of 18 patients with acute ruptures 15 
have excellent results and 3 are benefited. Of the 
11 with chronic ruptures g had excellent results 
and 2 are benefited. These end results are quite 
similar to those of other reported series of opera- 
tive repairs. Donatp C. Geist, M.D. 


Tumors of the Sternum (I tumori dello sterno). 
V. Pricoto and L. Docente. Tumori. Milano, 
1951, 37: 1. 

The sternum is rarely the site of tumors, either 
primary or metastatic. Among 18,000 patients 
treated during the period from 1928 to 1950 at the 
National Institute for the Study and Care of Tu- 
mors, at Milan, only 19 were found to have sternal 
neoplasms. Seven of these tumors were primary 
(one giant-cell tumor, 3 myelomas, and 3 sarcomas); 
the remaining 12 were metastatic cancers (primary 
in the thyroid in 3 cases, in the breast in 6, in the 
oral cavity in 1 case, the uterus in 1, and the testi- 
cles in 1). 

Histologic confirmation of the tumor was made 
at the Institute in 7 cases, and elsewhere in 2 cases; 
in the other 10 cases diagnoses were made solely on 
the basis of clinical and roentgenologic examina- 
tion. None of these tumors were benign. 

Primary malignant tumors of the sternum are 
rarer than benign tumors. They occur much less 
frequently in the sternum than in other bones. 

Giant cell tumors may invade any of the bones of 
the body. Usually, they appear in the long bones, 
in the great majority of cases in the femur and the 
tibia. The majority of patients are from 21 to 40 
years of age. 

There are various theories as to the origin of these 
tumors. Trauma -and hemorrhage per se are not 
sufficient to produce giant cell tumors, for neither 
experimentally nor at sites of bone hemorrhage (as 
in fractures, Barlow’s disease, etc.) have giant cell 
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tumors been observed; however, most authors are 
in accord in the belief that the etiology of this 
tumor is to be found in trauma associated with 
hemorrhage and subsequent unlimited proliferation 
of osteoclasts. 

Other factors, such as the adaptable structure of 
bone, the peculiar phase of endochondral ossifica- 
tion, the metabolism of calcium, phosphates and 
protein, according to some authors, play a part in 
the pathogenesis of these tumors. 

In the differential diagnosis, bone cysts, chon- 
dromas, von Recklinghausen’s disease, plasmocy- 
tomas, and osteogenic sarcomas have to be con- 
sidered. 

The question of malignant transformation of 
giant cell tumors is interesting. Some authors be- 
lieve that these tumors are at first benign, and that 
they later become malignant; others hold that the 
tumors become malignant as the result of repeated 
x-ray treatments. It is the consensus that giant 
cell tumors undergo malignant transformation either 
spontaneously or after repeated surgical and x-ray 
treatments in 15 to 20 per cent of cases. 

One such tumor described by the author, in spite 
of repeated x-ray therapy and surgical treatment, 
proved to be a benign giant cell tumor on histologic 
examination in 1937, while 11 years later, in 1948, 
histologic examination revealed a malignant giant 
cell tumor. 

The 3 cases of sternal myeloma are of interest 
principally because of their solitary location in the 
sternum for 6 months, 8 months, and 3 years, re- 
spectively. 

Some authors state that the myeloma should be 
considered as a systemic affection of the bone me- 
dulla; others consider it a tumor that occurs at one 
site or another, and then becomes generalized by 
way of the blood or the lymphatic system and 
presents the characteristics of true metastases. 

Twelve of the authors’ 19 cases were metastatic 
tumors of the sternum. Data from the literature 
show that metastatic tumors are by far more com- 
mon in the sternum than other tumors. Sternal 
metastases of cancer of the thyroid are more fre- 
quent than the metastases of other cancers; metas- 
tases of cancer of the breast are second in fre- 
quency. In the authors’ experience, just the reverse 
of this was true; in 6 of his cases the lesions proved 
to be metastatic cancers of the breast, and in 3, 
metastatic cancers of the thyroid. 

The authors’ case of metastatic cancer of the 
oral cavity is interesting in that this tumor rarely 
metastasizes to bone. The sternum is rarely the 
site of metastatic tumors of the uterus and the tes- 
ticle. Ip 2 of the 3 cases of metastatic tumors of the 
thyroid, the lesions were suspected of being vas- 
cular because on first examination they were found 
to be pulsating tumors. 

The manubrium is by far the most frequent site 
of metastatic tumors of the sternum. 

Pain, increased by pressure over the metastasis, 
is characteristic of these sternal tumors. Pain and 
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tumefaction are the most important signs of diag- 
nostic value. Evidence obtained by x-ray examina- 
tion supports the diagnosis. In doubtful cases, ex- 
ploratory puncture (aspiration biopsy) is always of 
value in the solution of the diagnostic problem. 

Benign tumors of the sternum are curable by 
surgical excision. 

Radical surgical treatment is the preferred treat- 
ment of primary malignant tumors of the sternum, 
partial or complete removal of the sternum being 
carried out. 

Metastatic tumors should be treated radiolog- 
ically as a palliative measure. Estrogenic, andro- 
genic, and similar substances have been used as 
palliative measures in the treatment of metastatic 
breast cancers, sarcomas, and lymphoblastomas. 
Radioactive iodine has been used effectively in me- 
tastatic cancers of the thyroid. 

All of the authors’ patients were treated radio- 
logically, preferably with radium, with fair results. 

BLACKWELL Markuam, M.D. 


The Treatment of Congenital Luxation of the Hips 
in Children under 10 Years (El tratamiento de la 
luxacion congenita de la cadera en nifios menores de 
diez afios). JUAN FARILL. An. ortop. traumat., Monte- 
video, 1950, 3: 281. 

This article deals with a critical evaluation of the 
various procedures employed in the correction of 
this deformity. The author admonishes that even 
though reduction is achieved by closed nonoperative 
methods, one frequently sees the development of 
osteochondritis, arthritis, recurrent luxations, and 
even ankylosis. With the best results there occurs 
limitation of motion, deficient stability of the joint, 
and pain in the hip. When operative reduction is 
attempted, not infrequently damage to the femoral 
epiphysis and articular cartilage results, eventuating 
in complications similar to those observed with the 
closed method. 

The ‘“‘cotiloplasty,” or shelf operation, devised 
several years ago, is generally productive of bad 
results due to absorption of cartilage, bad position 
of the graft, or separation of the graft. It is not the 
operation of choice in cases of irreducible luxation of 
the hip. This operation is legitimate after reduction 
is achieved in a cartilaginous cavity which is partly 
insufficient but whose cartilaginous roof can be 
deepened by pressure of the femoral head. 

The author proposes as a compromise that in 
children under 4 months a Freijka splint be used, 
followed by an osteotomy later if necessary. Be- 
tween 4 months and 5 years of age he routinely 
employs arthrography of the joint for more detailed 
evaluation. If arthrography indicates closed reduc- 
tion, he applies skeletal traction, preceded, if neces- 
sary, by myotomy of the adductor muscles, then the 
application of Farill’s traction splint and osteotomy 
if needed. If closed reduction is not indicated, or a 
failure, open reduction followed by osteotomy at a 
future date is his choice. If open reduction fails to 
bring the femoral head down, he advises the Farill 
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diaphysectomy operation with intramedullary nail- 
ing, correction of rotation, and cartilage plasty of the 
articular joint (cotiloplasty). 

If there is an aplasia of the joint cavity, the author 
recommends Colonna’s arthroplasty. Between 5 to 
ro years of age, in relatively mild cases, he employs 
myotomy of the adductors, skeletal traction, and 
Farill’s operation or Colonna’s arthroplasty. In 
serious cases a subtrochanteric osteotomy is added 
for support. 

It is obvious that the Farill operation of diaphys- 
ectomy, intramedullary nailing, and cartilage plasty 
of joints are formidable procedures technically, en- 
tailing considerable blood loss. Time has not elapsed 
sufficiently to permit an impartial estimate of its 
efficacy. MicvuEt Drosinsky, M.D. 


Eosinophilic Granuloma of Bone Located in the 
Iliac Bone; Clinical and Histopathologic Con- 
tribution (Granuloma eosinofilo osseo a sede iliaca; 
contributo clinico ed istopatologico). L. Monti and 
V. BALL. Chir. org. movim., 1951, 36: 36. 


The patient was a 9 year old boy who, because of 
poverty, was probably suffering more or less from 
the effects of dietary deficiency. Two years pre- 
viously he had suffered a bad cold which resulted in 
a chronic otitis media. 

The present illness began 3 weeks previous to his 
recovery from otitis, in the clinic, in the guise of a 
rather severe jolt on the flexed right knee; thereafter 
the child began to show apathy, disinclination to 
walk, and a slight limp which continued to get worse 
with the passage of time. At the time of the first 
examination there was a small orange-sized indura- 
tion just above the acetabulum, above the corpus of 
the iliac bone, beneath the gluteal muscles, and 
apparently continuous with the bone beneath. This 
mass, when curetted, gave issue to a reddish-yellow 
gelatinous substance of the consistency of brain 
tissue. After curettement there remained an irreg- 
ularly rounded shallow cavity in the supra-acetab- 
ular corpus of the iliac bone. The child’s discomfort 
and pains disappeared almost immediately after the 
curettage and he began to put on weight. 

Following the operation the patient was carefully 
shielded from weight-bearing on the affected side 
and the affected supra-acetabular area was given 
two courses of treatment by hard roentgen rays for 
a total amount of about 730 roentgens. A series of 
roentgenographic reproductions show the further 
course of the case, from the odd-looking polycyclical 
defect over the acetabulum on the right side of the 
pelvis, followed by a rather brief period of aggrava- 
tion of the condition after the curettage, with loss of 
the dehiscence (on the roentgenogram) produced by 
the y-cartilage of the acetabulum and the rather 
vague configurations of the whole joint area, to the 
complete reconstitution of the internal pattern 
(cortex and trabeculae) and contours of all the bones 
involved, some 6 months later. Another curettage 
taken at this time disclosed complete obliteration of 
the cavity by an osseous tissue of reticular aspect, 
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rich in trabeculae, in places by a simple compact 
bone tissue. Some of the trabeculae were sur- 
rounded by a halo of osteoblasts. The marrow tissue 
itself presented the signs of a diffuse fibrosis. 
Microscopic examination of the original curetted 
specimen disclosed (culture tests of this tissue gave 
no evidence of the presence of any kind of bacteria) 
a granulomatous tissue consisting of an irregular 
distribution of large masses of plurinucleated proto- 
plasm which only slightly resembled the typical 
giant cell of the tuberculoma. There were no epi- 
theloid cells present. Most striking were groups or 
bands of eosinophile granulocytes intercalated in 
what might be called a stroma, consisting of smaller 
cells with voluminous cytoplasm in which was 
disseminated fine granules of a brownish pigment. 
The cells presented evidence of phagocytic power 
and are ranged, by the authors, with the histiocytes 
of the reticuloendothelial system. In addition there 
were some scattered accumulations of neutrophile 
leucocytes and small round cells in sparce aggrega- 
tion presenting the characteristics of lymphocytes. 
Most striking of all were the supplying blood 
vessels. Here there was no sharply delimiting endo- 
thelial layer, but masses of cells with voluminous 
protoplasm containing oval nuclei with delicate 
reticular chromatin which composed the vascular 
wall. The impression was that of a fusion of histio- 
cytes and this impression was strengthened by areas 
consisting of perivascular masses of protoplasm with 
multiple nuclei, resembling in every respect the above 
mentioned giant cells. | Joun W. BRENNAN, M.D. 


Slipping of the Upper Femoral Epiphysis; A Patho- 
logical Study. PrerreE Lacroix and JEAN VER- 
BRUGGE. J. Bone Surg., 1951, 33-A: 371. 


The pathology of adolescent coxa vara with slip- 
ping of the upper femoral epiphysis has been studied 
on whole sections of the diseased area. The basic 
pathologic change associated with the deformity 
takes place in the epiphyseal cartilage. This is 
shown in the histologic studies made by the authors. 
Instead of producing endochondral bone, the car- 
tilage plate is transformed into fibrous tissue. All 
the changes observed in the head and neck are sec- 
ondary. A discussion of the etiologic theories is 
included. DaniEt H. LevintHat, M.D. 


Chondromalacia of the Kneecap (La chondromalacie 


de la rotule). B. DE MONTMOLLIN. Rev. chir. 


orthop., Par., 1951, 37: 41. 

Following the presentation of 3 typical cases, the 
author discusses that often misdiagnosed condition, 
chondromalacia, from all angles. In his experience, 
it has been seen as often as meniscus injuries. 

Chondromalacia patellae, first described by Koe- 
nig in 1924, is here described as a circumscribed 
lesion of the knee cartilage occurring mostly in 
younger individuals after an injury, and resulting in 
cartilaginous fissures and desquamation. Chondro- 
malacia and osteochondritis represent various stages 
of the disease, since the patellar cartilage ages faster 
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than other cartilage, with loss of its regenerative 
power and turgor. Three main etiological factors 
are outstanding: (1) trauma, (2) mechanical defects 
in the cartilage, and (3) incongruity of the joint 
surfaces. 

On operation the cartilage defect has a yellowish 
stain with detachment of cartilage due to a hema- 
toma; excavations, ulcerations, erosions, and fissures 
are present; under the detached cartilage normal 
cartilage is found. There is synovial hyperemia and 
edema of the intra-articular fat pads, as in Hoffa’s 
disease. Beginning osteophytes around the synovial 
insertion and signs of a beginning arthrosis appear 
in the later stages. Pathologically, the cartilaginous 
avulsion, due to hematoma, causes nutritional 
changes resulting in further degeneration. Carti- 
laginous debris is found as the result of synovial 
irritation. The symptoms appear immediately after 
trauma, sometimes weeks or months later. The pain 
is localized in back of the kneecap and is aggravated 
upon descending stairs or on getting up; there is 
direct percussion pain when the knee is flexed, as well 
as effusion and crepitation.. 

X-ray examination is not always pathognomonic. 
Treatment consists in partial or total excision of the 
cartilage; in selected cases (older persons with other 
arthritic changes), patellectomy is recommended. 

In a review of 62 cases of chondromalacia, Karlson 
classified 36 as simple chondromalacia, 12 as chon- 
dromalacia with meniscus lesions, and 14 as chon- 
dromalacia with arthrosis. / 

Ernest H. BETTMANN, M.D. 


Myxosarcoma of the Leg (Mixosarcoma de muslo). 
ForTuNATO BENAIM, M.D. Dia méd., B. Air., 1951, 
23: 416. 

The author describes the case of a 78 year old 
man who came to the “Cosme Argerich” Hospital 
with the complaint of having a growth on the ex- 
ternal face of his left thigh for a period of 1 year. 
The tumor was of the size of an egg, painless and 
mobile. A tentative diagnosis of lipoma was made 
and the tumor was removed under local anesthesia. 
The general condition of the patient was good and 
he made a quick and uneventful recovery. 

One month after the intervention, when the pa- 
tient came to the hospital for a control examination, 
the author found a sharply delimited tumor, smaller 
in size than the previous one, located in the previous 
operative incision. Though microscopical examina- 
tion of the biopsy material taken from the tumor 
removed 1 month earlier indicated the presence of a 
benign growth—a myxoma—the question of malig- 
nancy was raised. A second intervention was fol- 
lowed by a third one, and within a period of a few 
months after a series of irradiations a fourth and 
more extensive operation had to be performed 
because of the recurrences. Histological examination 
indicated the presence of a fibromyxosarcoma. 

The author raises the question whether this is not 
the case of a malignant transformation of an origin- 
ally benign tumor. Oca M. Harine, M.D. 


Lambrinudi Stabilization for Paralytic Equinus 
Deformities (L’operation de Lambrinudi dans le 
traitement du pied equin paralytique). M. R. 
Meary. Rev. chir. orthop., Par., 1951, 37: 66. 


Lambrinudi’s method, described in 1927 in the 
British Journal of Surgery, has been employed by 
the author in 38 c2ses, which comprised 18 patients 
with traumatic peroneal palsy, 3 with compound 
fractures, 11 with complete sciatic involvement, and 
6 with deformities of poliomyelitic origin. 

From an external approach, after retracting the 
peroneal tendon backwards and the extensor tendon 
mesially, the tibial scaphoid ligament is incised and 
the calcaneus is dissected from the ligamentous 
structures connecting it with the tibioastragalar 
joint, allowing total dislocation for exposure of the 
inferior astragalar cartilage, the superior calcaneal 
plane with the sustentaculum tali, and the posterior 
surface of the scaphoid; neglect to expose all these 
surfaces invites failure. The next step is a wedge 
osteotomy of the base of the astragalus. Correspond- 
ing to the denuded cartilagenous surface of the cal- 
caneus, the planes have to be perpendicularly con- 
structed so that no valgus or varus deformity of the 
rearfoot results. With the calcaneomidtarsal seg- 
ment in right angle, the astragalus is brought in 
maximal plantar flexion, its inferior plane snugly 
adapted to the upper plane of the calcaneus. The 
posterior surface of the scaphoid is marked for re- 
ceiving a beak from the astragalar head, followed by 
gouging a groove of o.5 cm. depth in the posterior 
surface of the scaphoid. This is followed by curet- 
tage of the calcaneocuboid junction. Under plantar 
flexion the astragalocalcaneal contact is kept apart 
and the calcaneal tarsal segment is shifted back- 
wards under the astragalus, keeping it in maximal 
plantar flexion, the axis of the leg passing through 
the second metatarsal interspace. A long leg cast 
is applied with the knee in slight flexion for 1 month, 
followed by a walking cast for a period of 3 months. 

In a paralytic foot, a double arthrodeses is so 
obtained with the calcaneotarsal segment in a right 
angle and the astragalus in maximal equinus posi- 
tion, allowing free dorsiflexion, but ensuring arrested 
plantar flexion. It is practically an “‘arthrorisis.” 

Important is the gauging of the resected bone 
wedge by paper models over the x-ray film before 
the operation. 

In all cases stability was obtained completely with 
20 to 30 degrees mobility in the tibiotarsal junction, 
allowing for knee flexion and giving a more flexible 
gait than the triple arthrodesis. The varus position 
is not always corrected completely because of the 
disturbed muscle equilibrium due to absence of the 
long peroneal bone; therefore the forefoot should 
be immobilized in marked valgus, an extensive 
curettage of the calcaneocuboid joint is imperative, 
and the astragaloscaphoid junction should be firmly 
interlocked. 

Not infrequently an instability in the upper ankle 
joint has been observed, which counted for only fair 
results and required a secondary panarthrodesis. 
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The best results were obtained in postpoliomyelitic 
instabilities. The Lambrinudi procedure is consid- 
ered far superior to the tenodesis, and the posterior 
arthrorisis (Nove-Josserand-Campbell), the first giv- 
ing insufficient stability, the latter being absorbed or 
giving pain. E. H. Bettmann, M.D. 
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Follow-Up Study of the Use of Refrigerated Homo- 
genous Bone Transplants in Orthopedic Opera- 
tions. PHitip D. Witson. J. Bone Surg., 1951, 33- 
A: 307. 

In the Hospital for Special Surgery, New York, 
up to April 22, 1949 the author had experience with 
a total of 278 operations on 214 patients. (This 
also included results from the Veterans Hospital in 
New York City where a similarly operative bone 
bank is utilized.) 

The bone is cleaned of soft tissue and cartilage, 
which is much easier to do when it is in the fresh 
state. Cortical cone is cut into strips from 0.5 to 
-75 inch wide and from 4 to 8 inches Jong; the mar- 
row and endosteal tissues are left undisturbed. 
Cancellous bone is generally preserved in whatever 
size the fragments are obtained originally. 

Use is made of the regular 5 and 1o inch flat- 
topped glass jars, with screw caps, that are made for 
the refrigeration of foods. As soon as the jar is 
sealed, it is placed in a refrigerator which may be 
of any of the standard commercial models which 
are capable of maintaining the desired temperatures. 

The bone is cultured in broth media under aerobic 
and anaerobic conditions for a period of 4 days. If 
at the end of this time there is no growth, it is re- 
ported sterile. 

Other precautions followed with bone donors in- 
clude a serological test for syphilis and a question- 
ing of the patients to rule out any history of ma- 
laria or of recent acute infectious diseases including 
infectious hepatitis. 

A study was made of the comparative healing of 
autogenous bone chips and of homogenous bone 
chips. In the author’s opinion, the fate of both 
types of grafts was the same. The function is three- 
fold: (1) they have a catalytic function in that their 
presence promotes and influences the osteogenic re- 
action; (2) they serve as a framework or scaffolding 
to guide the invading elements of the host; and (3) 
they serve as a local supply of calcium. If these 
conclusions are correct, then the survival of a few 
cells more or less in the graft makes no great dif- 
ference, except possibly from the standpoint of 
time. 

Experimental work indicated that the refriger- 
ated animal bone did not give the results achieved 
in this series with the use of homogenous bone. 

In a study of 214 patients who were subjected to 
278 operations in which sterile homogenous bone 
grafts were used, wound infection occurred in 4 
cases (1.4 per cent) and there was loss of the grafts 
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in 2 (0.7 per cent). Considered on the basis of the 
number of operations, the results were found to be 
successful in 80 per cent, and unsuccessful in 11 
per cent. 

This study justified the following conclusions: 

1. With careful technique, homogenous bone 
grafts may be preserved for long periods of time 
for surgical use. 

2. Such grafts are well tolerated by human tis- 
sues and the risk of infection is no greater than 
with autogenous grafts. 

3. The healing of such grafts takes place by a 
process of invasion, absorption, and replacement 
similar to that of autogenous bone grafts. 

4. The results obtained are identical with those 
from the use of autogenous grafts, except that in 
some instances the healing appears to be a little 
slower. 

5. The operation of a bone bank is safe and prac- 
tical. It offers great advantages to the patient and 
the surgeon from the standpoint of availability, 
abundance, and the elimination of the necessity of 
a secondary operation to obtain bone. 

C. FRED GOERINGER, M.D. 


The Use of Inert Material in 250 Arthroplasties of 
the Hip (250 arthroplasties de la hanche avec 
interposition inerte; premiers résultats). R. MERLE 
D’AUBIGNE, J. CAucHOIx, RAMADIER, and PosTEL. 
Mém. Acad. chir., Par., 1951, 77: 199. 


Three operative methods were employed, as fol- 
lows: 

1. The vitallium cup plastic of Smith-Petersen, 
after reshaping of the head and neck of the femur, 
was used in those cases with marked marginal ar- 
thritic changes, in which the segment of the cer- 
vical head was sufficiently long. 

2. The method of Judet with replacement of the 
resected portion of the head by acrylic head pros- 
thesis was used in cases in which no acetabular in- 
volvement was present. 

3. Acrylic arthroplasty combining the two pre- 
vious methods indicated was used in cases with 
head and acetabular involvement. Postoperatively 
the extremity is kept in balanced suspension to allow 
for early and continuous exercises for a period of 1 
year. 

The indications for these methods are: posttrau- 
matic arthritis, fractures of the head or neck of the 
femur, old dislocations with acetabular fractures, 
hip joint disease, congenital subluxations and luxa- 
tions, and old infectious arthritis. 

Of 225 patients, only 2 died; however, there were 
25 patients with phlebothrombosis and 2 with em- 
boli, 3 with severe infection requiring removal of the 
prosthesis, 9 with mild infection, 22 with redisloca- 
tions, and 5 with para-articular ossification. 

The authors state that careful preoperative eval- 
uation and postoperative follow-up studies are im- 
portant, with analysis of pain, mobility, and walk- 
ing ability. Fractures of the femoral neck requiring 
removal of the head fragment, which was replaced 
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by the Judet prosthesis, have shown good results. 
The opposite is true in cases of advanced arthritic 
changes, and those in which only a short neck is 
preserved, causing instability and pain. In arthro- 
ses of the hip, one of the previously outlined meth- 
ods, or a combination of two, should be employed. 

Of 27 patients treated by acrylic arthroplasty, 
50 per cent showed marked improvement (painless 
stability) within a year or 18 months. Poor muscle 
status, old age, and excessive-weight are often con- 
traindications. 

Among the cases of infectious arthritis, 7 were of 
postmyelitic origin and 2 of them showed flare-ups. 
Instead of the Smith-Petersen incision with muscle 
stripping, the Hrtter incision or the posterior ex- 
ternal approach (Gibson), a combination of the 
Kocher and Ollier methods, is recommended. 

Ernest H. BETTMANN, M.D. 


With Reference to the Surgical Technique of Hallux 
Valgus (A propos de la technique chirurgicale de 
Vhallux valgus). R. VAN Hove. Acta orthop. belg., 
1951, 17: 44. 

This report is limited to the problem of the pain- 
ful hallux valgus. The term “painful” is used to 
describe the pain provoked by the hallux itself, not 
that pain which results from the development of a 
bursa, frequently infected, between the bunion and 
the shoe. Why certain of these deformities are pain- 
less and others (much less pronounced as regards 
anatomic deformity) are painful, in spite of every 
form of treatment, is still a mystery. 

In the treatment of these painful conditions, the 
method which would seem to offer the best chance 
of relief is that which not only reduces the deformity 
proper, but which also corrects the series of minor 
distortions that precede the full-blown picture of 
hallux valgus. The technique generally employed 
has consisted in the removal of the exostosis (bun- 
ion) and a sufficient amount of modelling of the 
capitulum of the first metatarsal to permit of reduc- 
tion of the deformity. This procedure, perhaps sup- 
plemented by lengthening of the tendon of the ex- 
tensor hallucis longus and excision of portions of 
the capsule of the metatarsophalangeal joint, may 
be followed by evidence of arthrosis of the joint with 
limitation of motion, and pain with changes in 
weather. These results have occurred in spite of 
the fact that the author has respected, in so far as 
possible, the normal cartilaginous surfaces of the 
joint. 

The author has therefore sought other types of 
technique which would not necessitate this extensive 
remodelling of the joint surfaces and, inspired by a 
method proposed by Bagg, has developed in one 
instance only, a new technique of his own, consist- 
ing in a resection of the exostosis, economical re- 
section of the capitulum of the metatarsal, conserv- 
ing at least half of the normal cartilage of the joint 
surface, and then a new procedure on the shaft of 
the metatarsal itself—that of sawing through the 
bone at the level of the neck and reducing the 
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proximal fragment to the form of a cone. The 
distal fragment is then reamed out to fit the cone 
thus produced and the two fragments are fitted to- 
gether again. With this technique, the normal 
curvature of the lower surface of the metatarsal is 
conserved. A plaster cast is then applied for about 
a month from the date of the operation. 

In the single patient operated upon by the meth- 
od described, the result after a year’s time is ex- 
cellent. The patient does not suffer pain, the mo- 
bility in the metatarsophalangeal joint is approxi- 
mately 40 degrees, and the patient is able to walk 
on the point of the foot. The only disadvantage 
apparent with this operation is the shortening of 
the arch of the first metatarsus, throwing the points 
of support onto the second, third and, occasionally 
also, the fourth metatarsal capituli. This functional 
disadvantage is best relieved by the wearing of an 
orthopedic shoe. 

The author has not had experience with the 
acrylic prosthesis (Judet) recently recommended; 
however he thinks that the method represents a 
considerable gain in the management of these cases. 
If such a prosthesis is resorted to, it is thought that 
two fitted prostheses are indicated, the one for the 
metatarsus and the other for the basal phalanx of 
the great toe. These could be so constructed as to 
preserve the arch of the first metatarsus and prevent 
its shortening. Joun W. Brennan, M.D. 


Operation for Hammer or Claw Toes (Zur Operation 
der Hammer- oder Klauenzehen). ALBERT LORENZ. 
Wien. med. Wschr., 1951, 101: 211. 


The author presents a brief review of the etiology 
of hammer toe, and the different methods of surgi- 
cal treatment. 

The most frequent form shows hyperextension in 
the basal articulation, flexion contracture in the 
middle, and again hyperextension in the distal 
joint, thus forming a figure of Z. 

The etiology includes hereditary and congenital 
hammer toe; deformation by improper shoes; neuro- 
genic conditions, especially caused by poliomyelitis; 
Friedreich and other-types of ataxia; ischemia of 
the foot muscles, notably after phlegmonous in- 
flammations of long duration; hallux valgus; and 
polyarthritis. ’ ‘ 

Surgery can be performed either upon the soft tis- 
sues, i.e., tendons, muscles, capsule, and ligaments, 
or upon the bone. The operation upon the soft tissues 
requires severing of all volar and dorsal tendons 
and extirpation of the volar portion of the capsule. 
Another method is tendon transplantation.» 

The author states that all these procedures in- 
volving the soft tissues only are unsatisfactory be- 
cause recurrences of the hammer toe will occur 
sooner or later. He considers resection of the distal 
end of the basal phalanx by a transverse oval in- 
cision the preferred procedure. In severe cases the 
entire basal phalanx is removed. In polyarthritic 
flexion ankylosis, the distal end of the middle 
phalanx is resected. Severe clawfoot with dorsal 
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subluxation of the basal articulations occurs fre- 
quently as a sequel of poliomyelitis and requires 
removal of the metatarsal capituli 2, 3, and 4, or 
2 to 5. WERNER M. Sotmitz, M.D. 


FRACTURES AND DISLOCATIONS 


Biologic Principles in the Healing of Fractures, and 
Their Bearing on Treatment. Dattas B. PHEm- 
ISTER. Ann. Surg., 1951, 133: 433- 


The healing of fractures is governed by certain 
biologic principles with which the mechanical meas- 
ures of treatment must be correlated to secure resto- 
ration of function and form. 

The natural response of bone to injury is pre- 
dominantly local. It consists of a traumatic in- 
flammatory reaction and a laying-down of callus 
by cells of the bone itself. The cells of the ends 
that proliferate to form callus are located along 
the external and internal surfaces of the cortex, in 
the vascular canals and cancellous spaces, and in 
the bone marrow. The intermediary callus occu- 
pying the space between the ends of the fragments 
is principally an ingrowth from the intramedullary 
callus. The callus located externally is formed by 
fusion of the peripheral callus of the ends of the 
two fragments. 

The important local factors that aid healing are 
early and high grade reduction of the fracture, and 
maintenance of the fragments in alignment and 
contact by techniques which allow compression of 
the fragments from contraction of the overlying 
muscles. The intramedullary callus is usually trans- 
formed into bone by intramembranous ossification. 
The transformation of peripheral callus is partly 
by intramembranous and partly by enchondral os- 
sification. The intermediary callus is the last part 
of the callus to ossify. 

The recently introduced slotted bone plate, such 
as that of Eggers, permits contact and compression 
of the fragment ends from muscle pull. The fixa- 
tion of fractures by the use of bone grafts is a bio- 
logically sound method. A long, heavy onlay graft, 
or the sliding intramedullary graft of Hoglund are 
excellent methods. 

The causes of nonunion of fractures are predom- 
inantly local. The most important causes are in- 
sufficient immobilization, displacement of frag- 
ments, distraction of fragments, interposition of 
soft parts, massive aseptic necrosis, and infection. 
Many of these conditions can be managed only by 
open operation. Favored methods are the use of 
a rigidly fixed heavy onlay graft after freeing the 
ends of the fragments of all callus and reducing 
them into proper position, or the simpler way of 
using a strong onlay graft without removal of all 
callus or rigid fixation of the graft. The biologic 
principles of the latter method consist in stimula- 
tion of the intermediary callus, causing it to revert 
to healthy tissue and ossify. The stripping of the 
periosteum and freshening of one side of the frag- 
ments and transplantation of a large graft into the 


bed serve as a marked stimulus for bone repair. 
The technique of this procedure is outlined and jl- 
lustrative cases are presented. 

Aseptic necrosis of bone results from injury to 
the blood supply of the ends of the fragments. It 
is seen most frequently in fractures of the neck 
of the femur, the carpal navicular bone, the neck 
or body of the astragalus, and the capitellum of the 
humerus. If the fracture heals, there is gradual in- 
vasion of the cancellous spaces by calluslike tissue 
which absorbs and replaces dead marrow with liv- 
ing marrow and dead bone with new bone by the 
process of creeping substitution. If the patient 
avoids stress on the joint fragment during this 
period by walking with crutches and without 
weight bearing, new bone is slowly formed and the 
process of necrosis is prevented. In fracture of 
the neck of the femur, this may require abstention 
from weight-bearing for 1 year. In other instances, 
the process may be altered by the use of various 
types of bone grafts such as the use of cortical bone 
in ununited fracture of the carpal navicular bone. 

In summary, it may be said that for the proper 
and successful management of fractures, equal con- 
sideration must be given to both the biologic and 
the mechanical principles involved. 

Donatp C. Geist, M.D. 


ORTHOPEDICS IN GENERAL 


Avoidable Malfunction of the Injured Hand. 
Tuomas W. STEVENSON. Surg. Clin. N. America, 
1951, 31: 477. 

The treatment of congenital deformities may often 
present a very difficult problem. There are three 
types of deformities seen in young patients: (1) 
those with supernumerary parts, (2) those with fused 
parts, and (3) those with deficiencies. 

If the supernumerary parts are removed, it is 
often very difficult to make a decision as to which one 
of the thumbs should be removed. One may have 
all the necessary tendons and motor supply while the 
other may be useless when saved. This mistake can 
be avoided only at the time of operation. Syndactyl- 
ism is best handled in a child past 2 years of age be- 
cause the child withstands anesthesia better, and his 
structures, being larger, are easier to handle. The 
medical literature is full of procedures for the relief 
of syndactylism. Most of these procedures work 
best on paper. In most cases additional skin is re- 
quired for complete relief and adequate healing. 

Constriction rings about the fingers or wrists may 
reduce the innervation, the blood supply, or both. 
This is best relieved by Z-flap procedures. 

Elongation of the digits should be handled with 
great caution. 

The aspect of the actual treatment of infection of 
the hand has been changed by the monumental work 
of Kanavel and Auchincloss. The adequate facilities 
at the various factories and the increased medical 
facilities and education have decreased the incidence 
of acute infection of the hand to a minimum. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


In the treatment of acute trauma, the most im- 
portant single factor is the avoidance of infection. 
Another very important factor in the successful 
treatment of trauma to the hand is proper identifica- 
tion of the divided structures. For example, the in- 
ability to find and define the correct number of ten- 
don ends and anastomosis of the median nerve to the 
flexor tendon is a serious matter. Tendon ends 
can be matched by their size and shape and the 
surgeon’s knowledge of anatomy. 

A very common accident is avulsion (traumatic) 
or amputation of the finger tips (traumatic). The 
shortest, most practical procedure is to shorten the 
digit and induce healing per primam. A skin graft 
can be used to cover up the defect. 

Vascular conditions and tumors, in addition to ir- 
radiation injuries, often make adequate treatment 
very difficult. Partial split-thickness grafts are 
usually quick and efficient, but they are rather in- 
flexible over the joints, regain sensation very slowly, 
and very rarely permit secondary surgery. Pedicled 
grafts are often too fat, cumbersome, and time-con- 
suming; however, they regain sensation more quick- 
ly, stand pressure fairly well, permit movement of 
the tendons and joints, and withstand secondary 
operations. GeorceE I. Reiss, M.D. 


Effect on Bone Grafts of Radioactive Isotopes of 
Phosphorus. RicHAarp T. OpELt, C. BARBER 
MUELLER, and J. ALBERT Key. J. Bone Surg., 1951, 
33-A: 324. 

The purpose of this investigation is to determine 
the variations in the uptake of radioactive phos- 
phorous by autogenous bone and various types of 
preserved bone both when utilized as inlay grafts 
and when placed intramuscularly. 
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A comparison was made of the uptake of phos- 
phorus (radioactive) by autogenous, boiled, and 
frozen bone when used as inlay grafts. 

In another experiment a comparison of the re- 
lease of phosphorus (radioactive) by homogenous 
and boiled bone when used as inlay grafts was 
made. 

The experiments corroborated the clinical im- 
pression that autogenous bone best serves the pur- 
pose of a free graft. 

Analyses of autogenous, boiled, and frozen grafts 
showed no significant alteration in the content of 
total inorganic phosphorus in the bone with time 
or the condition of the graft. The uptake of radio- 
active phosphorus by inlay autogenous bone grafts 
is more rapid than the uptake by similar grafts of 
boiled or frozen bone. The uptake of radioactive 
phosphorus by intramuscular autogenous bone chips 
is more rapid than the uptake by similar grafts of 
boiled or frozen bone. Merthiolate bone consistently 
takes up less radioactivity than boiled or frozen 
bone. 

In the discussion of the article mention was made 
of the fact that the autogenous graft is more perme- 
able. 

Finally, a comparison of the uptake of phosphorus 
(radioactive) by autogenous, boiled, frozen, and 
merthiolate bank bone when placed in the muscles 
of the thigh was made. 

The authors determined that the ability of bone 
grafts to take up radioactive phosphorus from the 
surrounding medium and to become radioactive is 
not a sign of viability of the bone and is not even a 
reliable indication of the value of this bone when 
it is employed as a graft. 

C. Frep GoERINGER, M.D 





SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Studies in Experimental Frostbite; Effect of Rutin 
and Benadryl, with Some Notes on Plaster 
Casts and the Role of Edema. Harris B. Suv- 
MACKER, JR., LEO R. RADIGAN, H. HASKELL ZIPER- 
MAN, and RIcHARD R. HucHEs. Angiology, 1951, 2: 
Ioo. 


Experimental frostbite was produced in the tails 
and feet of mice and rats, and in the ears and feet of 
rabbits, by immersion in ether cooled with solid car- 
bon dioxide. 

Survival of the parts without loss of tissue in the 
untreated animals occurred in from o to 6.3 per cent 
of the animals. This survival was increased to as 
much as 75 per cent of the animals by rapid thawing 
of the parts. 

Oral doses of rutin (100 mgm. per kilogram of body 
weight for 4 days) and intraperitoneal doses of 
benadryl (0.43 mgm. per kilogram given immediately 
after freezing) improved the survival of tissue to a 
slight extent, but not as much as rapid thawing. The 
application of skin-tight plaster casts after thawing 
of the frozen feet and before swelling had begun was 
of no benefit, and in extremities treated in this man- 
ner there was less survival of the tissues than in the 
untreated controls. FREDERICK W. Preston, M.D. 


Varicose Ulcer. A Study of the Deep Veins with 


Special Reference to Retrograde Venography. 
H. E. Lockwart-MumMery and J. ‘HILLYER 
SmiTtHAM. Brit. J. Surg., 1951, 38: 284. 


Attention is called to the confusion about what 
constitutes a varicose ulcer. Visible varicose veins 
are not the sole cause, if indeed they are the cause 
at all, of so-called varicose ulcers and therefore other 
factors must be sought. 

Clinical observations of patients attending a 
‘“‘varicose vein clinic’? show that they can be di- 
vided into three groups: 

1. Those with varicose veins and healthy skin in 
the lower leg. These patients usually have ex- 
tremely large veins and minimal symptoms. 

2. Those with pigmentation, induration, and 
even ulceration of the leg. These patients complain 
of pain, nearly always in the ulcer (if one is present), 
also of a bursting sensation in the legs aggravated by 
standing or walking. Varicose veins may or may 
not be present, but, if so, are usually confined to 
the lower leg and are seldom of great size. These 
patients are difficult to treat. The ulcers frequently 
recur and even the healing of the ulcers does not 
always abolish the symptoms of pain and aching. 

3. Those with both ulceration and varicose veins 
in the thigh and leg. 

In 1916 Homans seemed to be the first to appre- 
ciate the vital importance of previous thrombosis, 
and in discussing these ulcers he stated that the 


more prominent and tortuous the surface veins were, 
the simpler was the cure, and the less noticeable 
the surface veins, the more malignant and resistant 
their attendant ulcers. Cokkins pointed out that 
only 62.5 per cent of the patients with “varicose 
ulcers” had varicose veins and he criticized the use 
of the term “‘varicose ulcers.” Bauer stated that of 
patients with varicose veins as their main com- 
plaint, only one-eighth showed induration and ul- 
cers, and he considered that in only 13 per cent of 
those with leg ulcers were varicose veins the cause. 

Homans pointed out the association of previous 
deep thrombosis and leg ulcers. He has attributed 
this to recanalization of the vein in which the valves 
were destroyed. After a variable number of years in 
which the recanalization takes place and indura- 
tion, increased edema, pain, secondary varices, and, 
finally, ulceration occur, the full clinical picture 
described in group 2 develops. 

Simmerman, Edwards, and Edwards also found 
that recanalization occurs and that the valves are 
destroyed in the process. 

Venographic studies were conducted on 30 pa- 
tients with the standard ascending supine veno- 
gram and a descending venogram with the patient 
tilted to a 60 to 70 degree angle. In the descending 
venograph the injection was made into the femoral 
vein in the groin. The latter method tested the 
veins in the normal erect position. 

It is believed that the upright film adds a great 
deal of information which is unobtainable by means 
of the standard venogram. Normal venograms and 
abnormal ones were obtained by this method and 
descriptive cases are illustrated. Recanalization of 
the femoral vein was demonstrated in many cases. 
The studies led to the following conclusions: 

1. That recanalization does occur in the deep 
veins after thrombosis. 

2. That venography by ordinary techniques does 
not give accurate information on this point. 

3. That the occurrence of recanalization is of 
first importance in the etiology of ulcers and other 
severe posttraumatic sequelae, and leads to destruc- 
tion of the valves in the femoral vein with subse- 
quent incompetence. 

4. That incompetence of the valves may also be 
found without previous thrombosis and may give 
rise to an indistinguishable clinical picture. 

It is pointed out that many of these ulcers respond 
to conservative treatment such as bandaging and 
boots. The authors as yet have had no experience 
with deep vein ligation, but believe that it is indi- 
cated in cases in which the symptoms are severe, 
the ulcers are recurrent, and in which deep vein in- 
competence is shown to be present. It is thought, 
however, that ligation of the popliteal vein may 
even be the treatment of choice. 

Epmunp R. DonocuuE, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD; TRANSFUSION 


Lower Nephron Nephrosis and the Management of 
Transfusion Anuria. Atvin C. DRuMMOND and 
ALEXANDER C. MITCHELL. Am. J. Surg., 1951, 81: 
629. 

Therapy in blood transfusion anuria continues to 
be a challenging problem for the physician who is 
suddenly confronted with this complication in his 
hospital practice. This is dependent in large meas- 
ure upon the diversity of the proposed treatments 
which have crowded the medical literature during 
recent years. Some of these methods require the 
use of highly specialized apparatus and elaborately 
trained teams which often prove impractical in areas 
removed from large medical centers. Other outlines 
of treatment, because of their very comprehensive- 
ness, often have failed to provide the physician 
with a concrete plan of procedure which can read- 
ily be applied in each case. 

The writers’ experience with the various ap- 
proaches to the treatment of transfusion anuria has 
led to a rather hard and fast plan of management 
which is presented as a practical aid in approaching 
the treatment in such cases. The authors’ remarks 
apply to transfusion anuria caused by incompatible 
blood. The use of the word anuria is reserved for 
the cases in which the acute syndrome is present 
although there is often minute amounts of urine. 

The symptoms of acute hemolytic transfusion re- 
action follow a rather definite pattern and the first 
symptoms usually occur during the injection of the 
blood. The patient develops a chill. He has a feel- 
ing of tightness in the chest, with precordial oppres- 
sion. He experiences a feeling of fullness in the 
head. He complains of a tingling sensation in the 
hands and feet. He has pain in the lumbar region. 
There is flushing of the face. The veins of the neck 
become distended. He has an anxious look and is 
restless. He becomes short of breath and coughs. 
There may be vomiting and collapse. 

The patient who withstands the immediate reac- 
tion soon develops partial or complete urinary sup- 
pression, often with icterus, and passes into a stage 
of renal failure, which if left untreated is character- 
ized by stupor, edema, convulsions, coma, and 
death. 

Following every transfusion reaction the house 
physician should routinely order accurate recording 
of the fluid intake and output (with catheteriza- 
tion, if necessary, in order to collect the specimens 
accurately); microscopic urinalysis should be done 
immediately and repeated at frequent intervals; and 
blood chemistry studies which reveal the urea ni- 
trogen, nonprotein nitrogen, or both, the icterus 
index, and the carbon dioxide combining power 
should be made. In accord with the clinical course, 
blood chlorides, proteins, and additional substances, 
as deemed necessary, should be ordered. A complete 
blood picture is often helpful. 

A limited intake is of primary importance. A 
normal electrolytic balance must be maintained. 
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Alkalinization is important and a carbon dioxide 
combining power up to as high as 80 should be 
sought. Ureteral catheterization and lavage of the 
renal pelves are indicated within the first 24 hours. 
A high carbohydrate and low protein diet is neces- 
sary. There should be supportive treatment as in- 
dicated: oxygen inhalation for dyspnea, antibiotics 
for infection, vitamins (especially B complex and 
possibly C), and calcium gluconate (for muscle 
spasm and tetany). Renal decapsulation (unilat- 
eral) should be possible after from 24 to 36 hours. 
If signs of pulmonary or cerebral edema begin to 
develop, there should be only 1 day’s wait. This 
should be done after a 36 hour period whether or not 
azotemia is pronounced. Blood creatinine and ni- 
trogen levels do not seem to have much bearing on 
the rate of recovery. The physician must continue 
to treat the most hopeless case vigorously. 

All patients with anuria are deserving of cystos- 
copy and exploration of the renal pelves with cath- 
eters to determine function and detect blockage of 
the pelvis or ureter. Indigo carmine or phenol- 
sulfonphthalein should be given intravenously. This 
examination should cover the period of 1 hour, dur- 
ing which time the pelves should be lavaged with 
sterile warm water. There is no contraindication to 
a retrograde pyelogram at this time with 20 per 
cent diodrast by the gravity method. Indeed pyelog- 
raphy is indicated if unilateral renal decapsulation 
is contemplated in a case in which there is previ- 
ously unevaluated renal morphology. Surgical inter- 
vention in a case in which there is an anomaly in 
the upper urinary tract such as an undiagnosed 
horseshoe kidney presents an unnecessary operative 
hazard and time consumption on the operating 
table if the diagnosis has not been made preopera- 
tively. 

The clinical appearance of the patient is of: more 
value in determining the steps of treatment than 
the blood nonprotein nitrogen values. It must be 
remembered that the period of illness is actually 
short. There is very little relationship between the 
sharp elevated nonprotein nitrogen values and the 
patient’s eventual recovery. Laboratory data do 
not necessarily indicate the amount of salvageable 
renal tissue in this acute syndrome. 

During this self-limited period of anuria (de- 
pendent upon tubular damage and subsequent re- 
generation of the tubular epithelium) the most im- 
portant single factor in following the progress and 
determining the treatment of the patient is the 
amount of urinary output. Observation of consecu- 
tive daily urinary outputs serves the valuable role 
of indicating renal capacity and of suggesting the 
speed with which increasing fluid volumes might 
safely and judiciously be administered. 

It is of interest that the progressive increase in 
daily urinary output, evidencing the so-called renal 
breakthrough, so often antedates the downward 
trend in blood nonprotein nitrogen values by sev- 
eral days. It has been the authors’ impression that 
in cases in which there is recovery from acute renal 
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damage of this type the progressive increase in 
daily urinary output is an earlier and therefore more 
valuable prognostic sign. 

The common tendency and greatest danger is an 
overloading of the system with fluids. Forcing 
fluids to combat elevated blood nitrogen elements 
in obstruction of the lower urinary tract (as in 
prostatism) is no corollary of the same treatment 
for lower nephron nephrosis. Such therapy may 
diminish azotemia in the first instance but if un- 
checked carries the latter case into pulmonary 
edema. The onset of diuresis cannot be prematurely 
stimulated or forced by vigorous intravenous or oral 
fluid administration. The physiopathologic proc- 
esses brought about by transfusion reaction de- 
termine the duration of the low urinary output. 
Fluids must be limited in direct ratio to the daily 
urinary output after compensation for the body’s 
insensible loss of fluids which amounts to about 
1,200 C.c. each day. 

Frequent determination of the pu value of urine 
specimens is another important factor in manage- 
ment (this can be done at the bedside with nitrazine 
test paper). Early alkalinization of the urine re- 
mains the best method of discouraging precipita- 
tion of the acid hematin produced as a result of the 
initial hemolysis. A urinary pH value as high as 8 
and a blood carbon dioxide combining power as 
high as 80 volumes per cent have been recommended 
as desirable levels to be maintained until the period 
of crisis has passed. The production of this degree 
of alkalosis sometimes results in sufficiently lowered 
serum calcium levels to bring on clinical tetany. 
Immediate temporary relief of these symptoms may 
be obtained by the intravenous use of calcium glu- 
conate and other steps may be taken simultaneously 
to reduce the degree of alkalosis. Tetany, being 
controllable, is not to be feared. 

During the early phase of illness, when oral alkali 
cannot be tolerated, the intravenous administration 
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of solutions such as 1/6 molar sodium. lactate solu- 
tion must be resorted to in order to obtain the de- 
sired degree of alkalinization. 

As limited fluid intake and alkalinization are both 
prerequisites to successful management, it is im- 
portant, in patients tolerating only intravenous 
medication, to start the daily intravenous therapy 
with the alkalinizing fluids. The total 24 hour fluid 
intake will have been calculated after noting the 
urinary output of the preceding 24 hour period, the 
blood carbon dioxide combining power of the previ- 
ous day, and the px determination of the morning 
urine specimen. After the estimated quantity of 
alkalinizing fluid has been administered the re- 
mainder of the 24 hour intake may be given in the 
form of 5 per cent dextrose in distilled water. 

Matched blood is of questionable value because 
of its quantity of unknown protein factors, which 
are still unevaluated by any currently known labor- 
atory procedure, and it may act as an additional 
shock mechanism. 

Prophylaxis during the transfusion of blood offers 
the greatest hope for diminishing the number of 
untoward reactions. In addition to the routine pro- 
cedures used prior to the starting of a transfusion, 
it is most important to have the supervision, 
throughout the entire course of the transfusion, of 
an individual trained to watch for the symptoms 
which announce any untoward reactions. The trans- 
fusion should be stopped at the first sign of any one 
of these symptoms. The increased unattended use 
of citrated blood is to be deplored. 

The patient’s welfare depends upon alert nursing 
and medical observation during the early phases of 
recovery from anesthesia after operation. Appro- 
priate therapy for counteracting kidney damage in 
acute hemolytic reactions of this type must be insti- 
tuted at the very first suspicion of untoward re- 
action to the blood transfusion. 

BENJAMIN GOLDMAN, M.D. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


The Surgical Treatment of Intractable Plantar 
Warts. Hans May. Surg. Clin. N. America, 1951, 
31: 607. 

Plantar warts originate as small papillomas be- 
neath the derma of the sole of the foot and are pain- 
ful at the very beginning. One should look for them 
as a pinhead-sized hard spot in a callus. A virus 
infection has been demonstrated as the cause of 
warts, and it appears that it may be spread by 
contact while walking barefooted. They may be 
single, but occasionally they may spread and be 
multiple. 

The vast majority of small warts can be treated 
successfully by electrocoagulation, electrodesicca- 
tion, freezing, the application of caustics, simple ex- 
cision, and irradiation. The latter seems to be the 
most successful treatment. Occasionally, a wart 
persists and gradually forms a stubborn ulcer, 
which is surrounded by a painful, thick callus. The 
ulcer usually forms over the metatarsal heads, 
which may become exposed. The patient has se- 
vere pain on walking. 

The surgical treatment of these intractable plan- 
tar warts consists of wide excision of the entire 
wart and all surrounding cicatricial] tissue regard- 
less of the size and depth of the defect, and, with 
few exceptions, transfer of a pedicle flap. A thick 
split skin graft may rarely be considered and then 
only for shallow lesions with sufficient subcutaneous 
padding still left. 

Local flaps to cover the defect are rarely avail- 
able. They are most applicable for ulcers in the 
level of the first or fifth metatarsophalangeal joint. 
After excision of the ulcer a flap can be slid from 
the dorsum of the foot, followed by skin grafting 
of the donor area, or the bones of the adjacent toe 
are sacrificed while the skin of the toe, in conjunc- 
tion with local flaps or without them, is used for 
closure of the defect. Usually a distant site must 
be selected. In males the opposite calf is the most 
suitable, and in females, for cosmetic reasons, the 
thigh. An open flap is the simplest and need only 
be delayed long enough to insure an adequate blood 
supply. 

The author describes his technique with the use 
of a laboratory clamp to test the circulation in the 
flap. He also describes the Dickson procedure for 
excision of a wart in cases in which skin transplanta- 
tion cannot be performed, in which a V-shaped sec- 
tion of the foot, including a wide excision of the 
wart with corresponding toe and metatarsal bone, 
is done. 

The author has treated 12 patients for intractable 
plantar warts, 2 of which were bilateral, and ro 
unilateral. In all but three the wart was excised 


widely and the defect covered with a cross leg flap. 
In one patient who had two plantar warts on one 
foot the entire plantar skin of the forefoot was ex- 
cised and the defect was covered with a large cross 
leg flap. In all of these patients the flap remained 
stable and there was no reactivation of the wart. 
In another patient a sliding flap from the dorsum 
of the foot was used, followed by skin grafting of 
the resultant secondary defect at the dorsum. The 
flap broke down 2 months after weight-bearing was 
started. In general, it would appear that the pri- 
mary essential of therapy is the adequate removal 
of the wart and the provision of a painless walking 
surface. LeRoy J. Kiernsasser, M.D. 


Estimates of Blood Losses Resulting from Surgical 
Procedures (Bewertung der Blutverluste bei chir- 
urgischen Eingriffen). R. VARA-L6pEz and H. DurANn 
SAcRISTAN. Chirurg, 1951, 22: 6. 


Estimates of blood losses in the course of opera- 
tions are of practical value because the administra- 
tion of an excessive amount of blood may produce 
plethora with resulting insufficiency of the left heart, 
dyspnea, and acute pulmonary edema, while, on the 
other hand, a hemorrhagic shock can be prevented 
only by replacement of the amount of blood lost. 

Blood counts and determinations of hemoglobin 
preoperatively and postoperatively are of little value 
because the body is able to promptly compensate 
even relatively heavy losses of blood. 

The authors estimate blood losses sustained during 
operations in the following manner: hemoglobin is 
determined before the operation with a photoelectric 
colorimeter; all surgical instruments, gloves, and 
sponges used at the operation are carefully washed 
and the volume of the water used is measured; 
finally, the hemoglobin content of this water is 
measured. The following formula is used for calcula- 
tion of the blood loss: 

Blood loss in grams= 
Total loss of hemoglobin in grams 


Hemoglobin before the operation 
JoserH K. Narat, M.D. 


The Reduction of Surgical Hemorrhage; Some Ob- 
servations on Controlled Hypotension with 
Methonium Compounds. R. P. W. SHACKLETON. 
Brit. M.J., 1951, 2: 1054. 
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Drugs of the methonium group were used to pro- 
duce hypotension during surgery to reduce the blood 


loss. Originally, hypotension was obtained by 
means of total spinal block and paralysis of the 
thoracic sympathetics. Hypotension produced by 
this method caused a reduction in pressure to about 
60 mm. Hg and allowed for adequate circulation and 
full oxygenation of all the organs. 

In the present report pentamethonium iodide and 
hexamethonium bromide were used instead of total 
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spinal block. These drugs seemed to exert a more 
certain hypotensive effect. Fifty milligrams of 
either drug are administered initially and additional 
smaller amounts are added during the course of the 
operation to maintain a pressure between 60 and 70 
mm. of Hg. 

The best hypotensive effect is obtained if the pa- 
tient is operated on in a foot-down tilt position which 
allows for pooling of the blood in the lower extremi- 
ties. Operations on the head, neck, and thorax have 
given the best results. The surgeon is enabled to do 
an anatomic dissection with a minimal blood loss. 

Equally good results have recently been obtained 
in pelvic operations requiring the lithotomy position. 
The patient is anesthetized with nitrous oxide and 
oxygen or cyclopropane. The hypotensive state 
must be maintained until the operation is finished. 
After the last skin suture is made the patient is re- 
stored to the horizontal position. If prompt restora- 
tion of the blood pressure is not obtained, methe- 
drine given by injection or the head-down tilt will 
cause stabilization of the blood pressure. During 
the immediate postoperative phase the patient must 
be moved carefully to his room in the horizontal or 
head-down position. 

Possible dangers with this type of anesthesia are 
associated with the effects of hypotension on the 
cerebral or other vital organ circulation and second- 
ary hemorrhage after recovery of the blood pressure. 
Both of the latter contraindications were found to 
be more theoretical than factual. 

BENJAMIN G. P. SHarFirorr, M.D. 


Effects of a Water Load Administered to Patients 
During the Immediate Postoperative Period; 
the Hypotonic Syndrome. Irvinc M. ARIEL. 
Arch. Surg., 1951, 62: 303. 

Twenty postoperative patients were studied with 
regard to their water and chloride metabolism after 
the administration of an average of about 3.5 liters 
of 5 per cent glucose in water. In 8 patients the 
metabolism of these substances was considered nor- 
mal; however, in the other 12, water retention plus 
a loss, on the average, of about 28 gm. of sodium 
chloride in the first 3 postoperative days led to an 
increase in the extracellular fluid volume. This 
change was not attributed to kidney damage. In 
4 patients there were postoperative convulsions. 
Suggested treatment of this syndrome is dehydration 
followed by the administration of saline solution. 

JAMES WEAVER, M.D. 


The Value of Rapid Liquid Intravenous Infusions 
in Grave Hemorrhagic Shock (Sul valore della 
infusione rapida di liquidi per via endovenosa nello 
shock emorragico grave). G. ZANNINI and P. 
Conrorti. Gior. ital. chir., 1950, 6: 843. 


Experiments on 14 dogs weighing from 8.4 kgm. to 
16 kgm. were conducted under morphine anesthesia. 
Blood, physiological saline, and 5 per cent physiolog- 
ical glucose solutions were used. The solutions were 
introduced into the femoral vein under pressure. 
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Shock was produced by blood-letting from the 
femoral artery. 

Rapid infusions were also given to animals without 
blood-letting. In these, the rapid infusions were well 
tolerated in the majority of cases with no signs of 
right-sided heart failure. This presupposes an effi- 
cient myocardium. 

With blood-letting of sufficient degree to produce 
shock, rapid infusions, if started before the shock is 
agonal, produce a prompt response in the blood 
pressure, often reaching levels which are higher than 
those existing before the hemorrhage was started. 
When the infusion is stopped, however, there is a 
drop in blood pressure which may not be intense, but 
is appreciable. Similarly, if the infusions are pro- 
longed over a certain limit, with the introduction of 
a large amount of fluid of any type (blood or physi- 
ological solutions), there is a drop in blood pressure. 
Thus, there is a limit to the amount of fluid which 
can be given and this must not be exceeded. The 
proper amounts, when given rapidly, are adequate to 
correct shock. The best results were obtained with 
blood, although the solutions also gave good results. 

Lucian J. Fronpvuti, M.D. 


Danger of Deep Punctures (or Injections) During 
Anticoagulant Therapy (Danger des piqures pro- 
fondes au cours d’un traitement anticoagulant). 
J.-J. WettI and R. BREYNAERT. Presse méd., 1951, 
59: 518. 

The case history of a 43 year old white female who 
had a bilateral femoral arterial occlusion is reviewed. 
The predisposing condition was a marked cardiac 
arrythmia associated with a mitral valve defect, 
presumably from rheumatic heart disease. 

The patient was treated with dicumerol anti- 
coagulant therapy and by repeated lumbar sym- 
pathetic ganglion novocain injections. Shortly after 
the twentieth daily lumbar block, a large right-sided 
retroperitoneal hematoma was noted. The pro- 
thrombin at this time was 11 per cent of normal. 
There was no evidence of other hemorrhages. Fol- 
lowing the development of the retroperitoneal bleed- 
ing, although the anticoagulant therapy was discon- 
tinued, the patient expired from further multiple 
emboli. 

In a similar American report, a fatal outcome is 
recorded in a dicumerolized patient who had been 
treated by repeated lumbar novocain injections. The 
authors caution against the use of deep puncture 
procedures during the course of prolonged anti- 
coagulant therapy. OrviLte F. Grimes, M.D. 


Posttraumatic Blood Changes and the Predisposi- 
tion to Thrombosis (Posttraumatische Blutve- 
raenderungen und Thrombosebereitschaft). W. 
GUGELMANN. Helvet. chir. acta, 1951, 18: 80. 


Six hundred closed fractures were studied during 
the years from 1942 to 1949. These included frac- 
tures of the thigh and leg, of the tibia, of the verte- 
bral column, and some fractures of the ankle. 
Erythrocytic sedimentation rates and the complete 

















blood status were determined on the first day follow- 
ing the accident and then at weekly intervals during 
the entire period of the hospital stay. Results were 
evaluated for the first 4 weeks with reference to sedi- 
mentation, the number of thrombocytes, erythro- 
cytes, and leucocytes, and, in some instances, the 
prothrombin time, with special emphasis on the 
behavior of the sedimentation rate and the thrombo- 
cytes. The sedimentation rate was determined by 
the method of Westergren, the prothrombin time by 
the method of Quick, and the number of thrombo- 
cytes by the method of Fonio. 

The purpose of this study was in the main that of 
determining how far the behavior of the blood in 
traumatic cases may be placed in parallel with the 
postoperative findings. The report here given is the 
first part of a two part study of the question of the 
predisposition to thrombosis and consists of that 
portion which has to do with the role played in 
thrombosis by the blood status. The second part, 
which will be published later, will pertain to factors 
other than those of the blood status. 

The experience acquired by the study of this ma- 
terial leads the author to conclude that the thrombo- 
sis-favoring factors, such as the blood changes in 
chemical composition and in morphology, the changes 
in the rate of blood flow, and the changes of the 
endothelium, are essentially the same for posttrau- 
matic and postoperative cases. The chief distinction 
between the two conditions lies in the fact that the 
one or the other factor comes more to the front in 
individual instances, and the point of impact is dif- 
ferent. In the closed fracture, for instance, the local 
blood vascular changes play an important role, while 
the injury to the blood vascular system in operative 
surgery is of subordinate significance. 

The changes in the chemistry and morphology of 
the blood itself in the two types of injury are largely 
the same. Another close analogy is to be observed in 
the condition of shock. Shock, despite its sudden 
and transient appearance, favors thrombosis, since 
the neurogenic and vasogenic disturbances of the 
blood pressure and rate of flow, especially in patients 
with a basic neurovegetative lability (vagotonus), 
may persist for considerable periods after the orig- 
inal traumatic or operative insult and thus contrib- 
ute to the ultimate predisposition to thrombosis. 
Lengthy confinement to bed leads to muscular 
atrophic changes and to homogenization of the sarco- 
plasm, and this tissue breakdown may result in the 
discharge of thrombokinase into the blood stream. 
There is increased resorption of thrombokinase with 
either posttraumatic or postoperative hematoma. 

In both the posttraumatic and postoperative peri- 
ods the critical moment for thrombosis lies between 
the sixth and tenth days. The greater number of 
pulmonary emboli occur during the first 20 days 
after the insult, the curve of incidence falling away 
from the eighth day on, and this occurs whether the 
original insult be traumatic or of operative origin. 

On the whole, the experience of the author and 
that gleaned from the literature show that post- 
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traumatic and postoperative blood states are similar 
in many respects and that the resulting thrombo- 
embolic complications are preponderantly the result 
of alterations in the composition of the blood. 

Joun W. BRENNAN, M.D. 


Stellate Block as an Adjunct to the Treatment of 
Pulmonary Embolism. Henry H. Faxon, JoHN 
H. Frynn, and Ruta M. ANDERSON. WN. England 
J. M., 1951, 244: 586. 

The authors discuss and present clinical data con- 
cerning the use of stellate ganglion block as an ad- 
junct to the immediate treatment of pulmonary 
emboli. Surgery, so far, seems to offer little hope of 
success in the early treatment of the condition, and 
stellate ganglion block has not been given an ade- 
quate therapeutic trial. Apparently, deleterious re- 
flex sympathetic pulmonary vasoconstriction initi- 
ated at the embolic site plays a large part in the death 
from pulmonary emboli. The spasm of both arteries 
and bronchi may be extensive and may involve far 
more than the pulmonary area ordinarily supplied 
by the occluded vessel. Such spasm can be released 
by stellate ganglion block. 

The authors employ the simple technique of 
stellate ganglion block, which is an anterolateral 
approach. Palpating the carotid tubercle of the 
sixth cervical vertebra with the left index finger and, 
at the same time, displacing the sternocleidomastoid 
muscle and carotid sheath anteriorly, the needle is 
introduced anterior to the tubercle in a slightly 
caudal direction, and to c.c. of a 1 per cent solution 
of procaine is injected. This method obviates com- 
plications which may occur with other techniques. 
Temporary paralysis of the recurrent laryngeal or 
cardiac-accelerator nerves on the same side may 
occur, and for this reason bilateral stellate ganglion 
blocks should not be carried out. 

The authors present 4 case histories of patients 
with pulmonary embolism on whom _ unilateral 
stellate ganglion block was used. There was imme- 
diate relief of symptoms—chest pain, dyspnea, and 
cyanosis—in 3 cases in which the stellate ganglion 
block was carried out within a few hours of the acute 
episode. In the fourth case, in which the block was 
delayed to 30 hours after the embolus occurred, 
little improvement was noted. In the authors’ expe- 
rience, after an indeterminate period of 12 hours 
stellate block is useless as a means of relief. Atropine 
may be used in the early treatment of pulmonary 
embolism to inhibit vagal impulses and papaverine 
may be used to relax smooth muscle. Papaverine is 
less localized and less complete in effect than a 
stellate block. Jacos T. BRApDsHER, JR., M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Outpatient Treatment of the Injured Hand. 
Maurice Ettis. Lancet, Lond., 1951, 260: 1038. 


This report deals with the clinical aspects of an 
inquiry into factors affecting the incidence of infec- 
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tion in wounds of the hands treated in the busy 
casualty department of a general hospital. In sum- 
mary, the author concludes that the severity of the 
wounding, the initial contamination, or both are 
important factors of infection which are obviously 
not under the control of the surgeon. The subse- 
quent absence or development of infection, and its 
severity, are related to the care and skill used in the 
initial treatment and in applying the follow-up 
dressings. 

The author has evolved an ingenious and practical 
“assembly line method” for rapid care of large 
numbers of hand dressings. When a patient reports 
for a change of dressing the old one is removed as 
soon as he enters the casualty department and a 
temporary sterile dressing is applied to the wound. 
The patient holds this in place and presents himself 
to the surgeon. The patient lifts the dressing mate- 
rial momentarily to permit the surgeon to view the 
wound and quickly replaces it. The surgeon gives 
the patient a ticket designating the type of dressing 
to be used and the patient passes behind a screen to 
be taken care of by the team. This dressing team 
consists of three persons—the server, dresser 1, 
and dresser 2. When the patient enters the dressing 
line he sits down opposite dresser 1, and as he does 
so the server places a sterile kidney-dish containing 
three pairs of forceps, pledgets of wool, and gauze 
dressing on the table in front of the dresser. With 
one pair of forceps the dresser removes the tem- 
porary dressing and this pair of forceps is then dis- 
carded. With the remaining two pairs, one in each 
hand, the dresser swabs the wound with 1 per cent 
cetrimide and places the next dressing on the wound. 
The wound now being covered, the patient holds 
the dressing in place and moves down the bench to 
dresser 2, who bandages the hand. Meanwhile, the 
server has removed the soiled kidney-dish used for 
the first patient and produced a new set of instru- 
ments for the next patient. 

When a patient had numerous sutures to be re- 
moved this caused an appreciable delay in the 
stream of patients. Therefore, another member was 
added to the team, dresser 1a, who was given the 
standard set of instruments plus scissors. This 
dresser took the occasional time-consuming patient 
out of the main line and thus helped to sustain the 
rapid pace of the dressing line. 

The author thinks that by the use of this system 
of doing hand dressings and with reasonably skilled 
personnel, it should be possible to keep the incidence 
of sepsis down to 2 per cent. In his own series of 555 
patients, of whom more than half had moderate to 
severe tissue damage, the incidence was 4.1 per cent. 

BENJAMIN F. LounsBury, M.D. 


Acid Débridement of Burns with Phosphoric Acid 
Gel. Rosert J. SCHWEITZER and JAcos T. BrRAp- 
SHER, Jr. N. England J. M., 1951, 244: 705. 

The authors have been seeking a safe, rapid 
method for the débridement of burns that would 
enable earlier closure of the wounds with skin grafts 
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to lessen the protein and electrolyte disturbances and 
to aid in preventing the formation of disabling scar 
contractures. They utilized 0.7 molar phosphoric 
acid in a water soluble vehicle which was prepared 
to be stable at a pH of 1.02. Phosphoric-acid gel was 
chosen in preference to pyruvic-acid starch paste. 
The starch paste is difficult to prepare and of vari- 
able composition. The pyruvic acid is unstable and 
not easily obtained. Other acids are effective in 
higher concentrations than is phosphoric-acid, but 
— cause a severe dermatitis of the surrounding 
skin, 

The phosphoric acid gel was employed in 11 burn 
cases at the Boston City Hospital to hasten the re- 
moval of slough. The mixture was applied as soon 
as the peripheral vascular collapse had been com- 
pletely controlled and efforts were made to maintain 
an adequate protein and electrolyte balance. It was 
found that this provided a relatively rapid débride- 
ment of the necrotic tissue without damage to the 
remaining epithelial islands within the burned area 
and without injury to the surrounding skin. There 
was some discomfort to the patient from the prepa- 
ration, which discomfort was controlled by small 
amounts of demerol or morphine. It seems that the 
effectiveness of the agent was due to its low px which 
was maintained over a period sufficient to separate 
the slough. Wetness of the agent alone did not seem 
to be responsible for the favorable effect produced 
by the chemical débridement. Small incisions were 
made through the burned areas to increase the ac- 
cessibility of the agent to the site of its activity, 
the wound margins. 

The mixture was held in place by dams of vaseline 
gauze at the periphery of the burn or by felt strips 
impregnated with vaseline laid at the periphery. 
Over the gel were applied petrolatum strips and 
these were covered with fluffed gauze. Occasionally, 
on an extremity the gel was applied to a sterile towel 
and this was wrapped about the burned area. Dress- 
ings were changed daily or every other day. 

The slough separated at a definite cleavage plane, 
and when this plane developed débridement could 
be hastened mechanically without anesthesia. The 
phosphoric gel shortened the time between the burn 
and slough separation as compared with previous 
cases treated by other methods. It also left a clean 
surface to which skin grafts could be applied earlier. 

The summary of the hospital course of 6 patients 
so treated is presented. 

Jacos T. BRADSHER, JR., M.D. 


Eosinophile and Other Leucocytic Changes in 
Burned Patients, With Special Reference to 
Adrenocortical Activity. S. Sevirr. Brit. M.J., 
IQ51, 2: 976. 

Burned patients apparently react by adrenocor- 
tical hyperactivity resulting from increased secretion 
of the adrenocorticotrophic hormone by the pituitary 
gland. This hyperactivity is manifested by marked 
eosinopenia, lymphocytopenia, and initia) neutro- 
philic leucocytosis. The author studied these changes 
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extensively in a series of 35 burned patients, ranging 
in age from 13 months to 80 years, and with burns 
involving from 0.1 to 80 per cent of the body area. 
Of the 35 patients, 24 demonstrated clinical shock, 
and 8 patients died. 

Eosinophil counts were carried out by the direct 
“wet field”? method of Dunger. They were made 
from two to four times daily during the period of 
eosinopenia following the burning and less frequently 
thereafter. With normal] values ranging from 100 to 
300 eosinophils per cubic millimeter of blood, 
eosinopenia was not considered to be present until 
the level fell to below 40, while eosinophilia was not 
considered present until the count rose to above 400. 

Within a few hours of burning the eosinophils fell 
to a low or zero level. This was maintained for a 
few days, lasting longer in the more seriously burned 
patients. It was often accompanied by a lymphocy- 
topenia, lasting a day or two, which was more 
marked in some of the children. The initial neutro- 
philic leucocytosis was generally commensurate with 
the percentage of area burned. Following the period 
of eosinopenia there came a posteosinopenic rise to 
normal levels, and in an occasional patient there 
was an unexplained late eosinophilia. 

In 1 patient there was some evidence that death 
resulted from acute adrenocortical] failure which was 
possibly due to changes of the hypothalamus. In 
this patient, a female with a 4o per cent burn, there 
was an early eosinopenia. Shock was present but 
responded to treatment. At 9 hours, oliguria de- 
veloped. At 30 hours after burning, the patient’s 
temperature rose suddenly to 104°F., her pulse to 
120, and her respiration to 50. At 38 hours the 
eosinophil count was 11, and in 2 hours it rose to 99. 
The patient continued to be very ill, and 2 hours 
later she died suddenly. An autopsy could not be 
performed, but blood obtained from the heart 30 
minutes postmortem showed 127 eosinophils per 
cubic millimeter, which confirmed a “premature” 
posteosinopenic rise and was presumed to correspond 
with a loss of the adrenocortical activity. Relatively 
low blood glucose and plasma sodium, and high 
plasma potassium values tended to confirm this 
hypothesis. In spite of the complicating oliguria, it 
was believed that the patient died of acute adreno- 
cortical failure. 

It is suggested that eosinopenia is a sensitive 
index of the adrenocortical activity in burns. The 
“premature” rise of the eosinophil count in a seri- 
ously burned patient relative to the percentage of 
area burned may be of diagnostic help in determin- 
ing whether there has been acute adrenocortical 
failure. The implications of such failure, so far as 
treatment is concerned, are discussed. 

BENJAMIN F. Lounssury, M.D. 


The Infection of Wounds with Actinomyces. C. H. 
— and M. E. SHarp. J. Bone Surg., 1951, 
33-B: 221. 


Six cases of wound infection with actinomyces are 
presented because of the unusual feature that the 
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streptothrix gained entrance through a known 
wound. Five patients of the 6 had involvement of 
bone and 1 patient was infected at the site of a 
hypodermic injection. The wounds in 5 of the 
patients infected were caused by bomb fragments. 
There was little in the clinical syndrome of these 
patients to distinguish this type of infection from the 
more general mixed infections complicating open 
fractures. 

The following points make one suspicious of 
actinomycotic infection: (1) diffuse discharge with- 
out demonstrable sequestra or foreign bodies, (2) 
thin, nonclotting pus, (3) multiple frequent flares of 
cellulitis and abscess formation around the wound, 
(4) marked osteoporosis coincident with new bone 
formation, and (5) marked general toxemia with 
anemia and failure of response to routine therapy. 
The infection is seldom suspected until the organ- 
ism, actinomyces, is demonstrated in the pus. Sul- 
phur granules were present in only 1 case. Acti- 
nomycoses from the pus were difficult to grow on 
artificial media. 

In 3 patients the infecting organism was an 
unusual aerobic form. A few changes from anaerobic 
to aerobic types occur in cultures but the opposite is 
very rare. The chronicity of the condition and the 
difficulty in treatment of the cases infected with 
actinomyces is illustrated. Penicillin and x-radia- 
tion offer the greatest hope for cure in the patients 
presented. Joun E. Karasin, M.D. 


Actinomycosis of Bone, with Special Reference to 
Infection of the Vertebral Column. V. ZaAcHARY 
Core. J. Bone Surg., 1951, 33-B: 205. 


The literature is brought up to date on the subject 
of actinomycosis of the vertebral spine. There was 
a total of 66 cases in the literature in the past 70 
years. These include the author’s additional 19 
cases, added to the original 47 cases. 

Actinomycosis of the spine is always secondary to 
an infection of the contiguous tissues and may vary 
in extent and intensity. It must be distinguished 
from tuberculosis of the spine by the following find- 
ings: no involvement of the intervertebral discs, and 
involvement of the transverse processes and heads of 
the neighboring ribs; collapse of a vertebral body and 
kyphosis are uncommon, sclerosis is generally mingled 
with rarefaction, and a roentgenograph may reveal 
the lattice pattern. In both actinomycosis and tuber- 
culosis, large abscesses may lie near the vertebra] 
column, but the tuberculous abscess travels outward 
from the vertebra and follows definite routes along 
the psoas muscle or backward along the ribs, while 
the actinomycotic abscess travels from the adjacent 
tissues to attack the vertebral column and has no 
definite pointing place, although it usually comes to 
the surface posteriorly. 

The symptoms of spinal actinomycoses secondary 
to infection of a neighboring part will depend upon 
the site of the primary lesion (cervical, thoracic, or 
abdominal). The symptoms referable to involvement 
of the spinal cord are varied and inconstant. The 
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only certain method of diagnosis is to find the 
organism in the pus from the affected part. 

The prognosis has been altered by the use of 
antibiotic drugs and the sulfanilamide preparations. 
The treatment, in addition to supportive measures, 
is the administration of one of the antibiotics, 
preferably penicillin, and the sulfanilamides. In 
most of the cases the organism is sensitive to peni- 
cillin and the latter will usually cure the patient if 
given in large enough doses for a sufficient time. A 
million units a day continued for at least several 
weeks, usually several months, and in some cases 
for a year or two (with a few intermissions), will 
often effect a cure. If the organism is not sensitive 
to penicillin, it may be necessary to resort to 
streptomycin, chloromycetin, or aureomycin. Treat- 
ment must be continued long after the patient 
appears to be well. When the roentgenographic 
appearance shows that dense new bone has been 
formed over the affected part of the spine, one may 
feel confident that the insidious infection has been 
overcome. Joun E. Karasin, M.D. 


ANESTHESIA 


Untoward Effects of Local Anesthetics (Schaeden 
durch Lokalanaesthetika). Gert TAUBMANN. Deut. 
med. Wschr., 1951, 76: 339. 


Untoward effects of local anesthetics may be due 
to overdosage. Accelerated resorption, especially in 
the area of the nose and throat, may produce a sim- 
ilar result. Furthermore, a mixture of novocain with 
adrenalin is more toxic than the anesthetic alone. 
The addition of % cm. of a 1:1000 adrenalin solution 
to 100 c.c. of novocain is sufficient. The adrenalin 
contents of commercial mixtures are frequently too 
high. 

Patients may be a priori hypersensitive to novo- 
cain, or may become allergic after repeated admin- 
istrations of the anesthetic. 

The undesirable effect of novocain may be com- 
bated by administration of an inhalation anesthetic 
or the intravenous injection of a barbiturate prep- 
aration. Josep K. Narat, M.D. 


Pressure in the Peridural Space and Spinal Fluid 
Space in the Course of Peridural Injections 
(Die Druckverhiltnisse im Periduralraum und im 
Liquorraum bei periduralen Injektionen). H. W. 
Bucuuo1z and K. Tu. LEsse. Chirurg, 1951, 22: 102. 


Peridural or extradural spinal anesthesia and also 
peridurography produce certain changes of pressure 
in the peridural space as well as in the spinal fluid 
space. The authors studied variations of pressure 
produced by the introduction of needles for the pur- 
pose of anesthesia. They also attempted to find a 
reply to the question whether, in the course of extra- 
dural anesthesia, the pressure may rise to such an 
extent as to traumatize blood vessels in the spinal 
cord, or to produce lesions of the peripheral nerves. 

The spinal needle was introduced with the patient 
in a sitting position, the pressure of the spinal fluid 





was recorded while the patient was either resting or 
straining, and then the entire procedure was repeated 
in a reclining position. The peridural space was 
punctured and the negative pressure was measured 
in the same manner. Finally, physiologic saline 
solution or an anesthetic was introduced into the 
peridural space and the pressure was again recorded 
at various heights and distances from the site of the 
introduction of the needle. The observations were 
carried out on 45 patients. 

The spread of fluid introduced into the peridural 
space is retarded by a certain resistance of tissues 
which also prevents the escape of the fluid through 
the intervertebral foramina. 

Increased filling of the peridural venous plexus is 
probably responsible for a rise of the spinal fluid 
pressure when abdominal pressure is increased. 

The pressure within the peridural space and the 
spinal fluid space rises considerably following a rapid 
introduction of physiologic saline solution or an 
anesthetic. It follows that solutions should be intro- 
duced into the peridural space very slowly, averaging 
10 c.c. per minute. If the rise of pressure is slow, no 
trauma of the vascular system within the spinal 
column, and no neurologic disturbances ensue. 

JosepH K. Narat, M.D. 


Incidence and Control of Trauma Accompanying 
Endotracheal Anesthesia. Patuet J. FL acc. 
Arch. Otolar., Chic., 1951, 53: 439. 


The present report concerns the author’s ex- 
periences with the use of endotracheal inhalation 
anesthesia over a 25 year period. It is suggested that 
anesthetic difficulties are invited by the use of over- 
sized intratracheal tubes, endotracheal instead of 
pharyngeal packing, and by blind intubation. 

Brief relaxation with short-acting anesthetics, 
complicated by impending or existing respiratory 
failure from massive administration of drugs for 
sedation, and curare in shock doses creates pressure 
which reduces the available time for intubation. 
Under these conditions, intubation becomes much 
more than a technical procedure. It is the only 
means of meeting an acute asphyxial emergency. 

The author’s experience has shown that the bar- 
biturates increase laryngeal reflexes, and the addi- 
tion of the curare necessary to suppress these re- 
flexes induces severe respiratory depression with its 
stagnant anoxia. Blind intranasal intubation is 
vigorously condemned, as is the use of intranasal 
tubes having an outside diameter greater than 10 
mm. for adults, and greater than 4 mm. for children. 

Aspiration around the endotracheal tube, which 
but partly fills the epiglottic chink, may be prevented 
in two ways: (1) by the use of an oversized tube and 
by the use of an endotracheal subglottic pack or bal- 
loon distended after intubation beyond the cords, 
and (2) by applying a gauze pack around the tube in 
the hypopharynx. Oversized tubes of balloon packs 
cause trauma so that the use of pharyngeal packs is 
indicated. The pack prevents the regurgitation of 
contents from below, and also prevents the seepage 
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of saliva and blood (from above) from entering the 
trachea. OrviLteE F. Grimes, M.D. 


Metabolic Effects of Anesthesia in Man. A Compari- 
son of the Effects of Certain Anesthetic Agents 
on the Normal Liver. C. W. Farrtiz, T. P. 
Barss, A. B. Frenco, C. M. Jones, and H. K. 
BeEecHER. N. England J. M., 1951, 244: 615. 


A battery of liver function tests was performed 
before anesthesia and on the first, third and fifth 
days after operation in 34 patients who underwent 
operations on the lower abdomen and legs. The pa- 
tients had neither history nor clinical evidence of 
liver disease or other systemic disease. None had a 
preoperative bromsulfalein retention of over 5 per 
cent. An effort was made to eliminate all variables 
except the anesthetic agent by balancing the series 
for age, duration, and types of operation, and by 
avoiding shock, anoxia, and malnutrition. Abnor- 
malities were present after operation in almost 
every case. The bromsulfalein retention was the 
most useful test. It was elevated in 18 of the 34 
cases at some point in the postoperative period, at 
times reaching 15 to 30 per cent retention. There 
was a Striking lack of correlation between duration 
of anesthesia and incidence of abnormal liver func- 
tion. There is no significant difference in ether, 
cyclopropane and spinal anesthesia in their effect on 
the normal human liver. It is probable that the 
changes in liver function observed represent a part 
of the organism’s total reaction to stress rather than 
a toxic effect of the anesthetic agents employed. 

Cartes Baron, M.D. 


Study of the Incidence of Maternal Mortality from 
Aspiration of Vomitus During Anesthesia, Oc- 
curring in Major Obstetric Hospitals in the 
United States. Ruta B. MERRILL and RosBErt A. 
Hincson. Current Res. Anesth., 1951, 30: 121. 


During the years 1945 through 1949 there were 59 
maternal deaths due to aspiration of vomitus re- 
ported among 2,503,921 births. This was confirmed 
by autopsy in 51 per cent of the cases. The figures 
were obtained by questionnaire analysis of hospital 
figures. Projected, this would indicate that there are 
about 100 maternal deaths from this cause in the 
United States yearly, which would represent from 
1.5 to 2.5 per cent of the total maternal mortality. 
The dangers inherent in anesthesia accompanying 
labor are similar to those in accident cases in which 
the patient is subjected to surgery. 

A variety of anesthetic agents were used: nitrous 
oxide and oxygen, ether mixture and open drop ether 
most frequently accompanying aspiration. In addi- 
tion tc death from aspiration, pneumonitis occurred 
in about 1 case in each 192,000. Two types of reac- 
tion can occur. Obstruction may occur from inhaled 
vomitus, resulting in anoxia and infectious sequelae. 
Chemical irritation resulting from unneutralized 
gastric contents may also occur. 

The best treatment is prevention. Inhalation and 
intravenous anesthesia should not be given without 
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emptying of the stomach if ingestion of food has 
occurred within 6 hours. Prenatal instruction, com- 
petent anesthetists, and the selection of local and 
spinal anesthesia will lower the mortality and mor- 
bidity. Active treatment consists of placing the pa- 
tient in the Trendelenburg position, pharyngeal or 
laryngeal suction, possible tracheotomy, bronchos- 
copy, and oxygen therapy as the indications arise. 
Rosert L. Craic, M.D. 


The Frequency of Aspiration of the Gastric Con- 
tents by the Lungs During Anesthesia and Sur- 
gery. GEORGE A. CULVER, MAjor Harry P. MAKEL, 
and Henry K. BEECHER. Amn. Surg., 1951, 133: 289. 


A dye was introduced into the stomachs of 300 
unselected patients prior to surgery. After surgery, 
the pharynx and bronchi were examined for staining. 
Regurgitation occurred in 26 per cent of these pa- 
tients. Aspiration into the lungs occurred in 16 per 
cent. Silent aspiration was present in 8 per cent. 
Trendelenburg or lateral positions produced much 
more regurgitation than other positions. Patients of 
inexperienced anesthetists are more liable to aspi- 
rate. The authors conclude that an empty stomach 
during surgery is absolutely essential. 

James WEAVER, M.D. 


Curare and Similar Substances, Their Effect and 
Practical Importance (Curare und curareaehn- 
liche Stoffe, ihre Wirkung und ihre praktische 
Bedeutung). Wotrcanc Scwaat. Arztl. Forsch., 
1951, 5: 1/85. 

Curare exerts a minimal effect on the heart and 
the circulation and produces no changes in electro- 
cardiograms, but the respiratory depression which it 
produces may cause apnea and hypoxia with result- 
ing aggravation of cardiac lesions. 

Combined curare-ether anesthesia is fraught with 
a certain danger because the myoneural effect of 
ether produces a cumulative effect. Endotracheal 
anesthesia should be employed whenever curare is 
used. Curare combined with intravenous pentothal 
anesthesia is highly satisfactory. 

Myasthenia gravis, and hepatic and renal damage 
form contraindications to the use of curare. 

Local anesthesia should not be combined with 
curare because the patient becomes conscious of its 
effect on respiration. 

Because curare is expensive and its potency is not 
uniform, a search is being made for substitutes. 
Flaxedil, myanesin, myocain, relaxar, and relaxan 
are the most popular representatives of this group. 
The effect of flaxedil is shorter than that of curare; 
the drug is widely used in France. Therapeutic doses 
of myanesin have no effect on the respiratory mus- 
cles; they lower the diastolic pressure and have a 
hemolytic effect when injected intravenously. Re- 
laxan is identical with myanesin. 

Myanesin has been used in the treatment of hyper- 
kinetic and spastic conditions. Its effect may be 
prolonged by the addition of novocain. The drug 
may also be used in the treatment of tetanus, 
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strychnine poisoning, electric shock therapy, spastic 
paralysis, paralysis agitans, and epilepsy. 
Josern K. Narat, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Plasmosan in the Prevention and Treatment of 
Shock. G. P. ArpENn, G. A. MANpow, and F. J. R. 
StoneHAM. Lancet, Lond., 1951, 260: 1099. 


Plasmosan was administered as a substitute for 
plasma in 37 cases of shock due to injury or asso- 
ciated with major operative surgery. The patients 
treated varied in age from 7 to 84 years. In 19 
patients, plasmosan infusions were followed by blood 
transfusions without any untoward reactions or 
effect on the blood groupings. In a few cases, 
anisocytosis developed from 2 to 4 days after the 
transfusion. Wound healing was not impaired. The 
solution was well tolerated by burned patients. 
Subcutaneous leakage of plasmosan caused no in- 
flammatory reaction. The blood pressure was 
readily restored by plasmosan with the same effec- 
tivity as plasma. The average amount of plasmosan 
infused was 600 ml. and the maximum amount was 
2,000 mJ]. Procaine may be added to plasmosan 
when desired. BENJAMIN G. P. SHaFiroFF, M.D. 


Plasmosan; a Synthetic Substitute for Plasma. W. 
R. THROWER and H. CAmpBELL. Lancet, Lond., 
1951, 260: 1096. 

Plasmosan is a saline solution containing the 
polymer polyvinylpyrrolidone (P. V. P.) which may 
be used as a plasma substitute. The solution con- 
tains polyvinylpyrrolidone 3.5 gm./per cent, sodium 
361 mgm./per cent, potassium 22 mgm./per cent, 
calcium 9 mgm./per cent, chloride 582 mgm./per 
cent, and also magnesium, bicarbonate, and dis- 
solved carbon dioxide. 

The osmotic pressure and the ionic concentration 
of this solution are equivalent to that of the blood. 
Plasmosan is nontoxic even in concentrations greater 
than the usual therapeutic dosage. Kidney function 
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is not affected by it and plasmosan mixes readily 
with whole or citrated blood. While the erythrocyte 
sedimentation rate is raised with plasmosan in- 
fusions, no hemolytic reactions have been observed 
in vivo as proved by serum bilirubin tests. The 
calcium ion in plasmosan has caused no complica- 
tions, but the physician is advised to flush the 
infusion tubing before switching to transfusions of 
blood. Plasmosan may be infused into infants as 
well as into adults whenever plasma is indicated, 
It is believed that P. V. P. is nonantigenic. There 
are no special storage conditions of this drug. The 
rate of administration of plasmosan is the same as 
for plasma. In this report 1 patient received a 
maximum of 3,500 ml. The saline content of plas- 
mosan makes waterlogging of the tissues possible 
when this drug is given in large quantities. The 
P. V. P. molecule, because of its reducing prop- 
erties, may affect such laboratory examinations as . 
for blood sugar, urinary sugar, and albumin. 
BENJAMIN G. P. SHAFIROFF, M.D. 


One Stage Extirpation and Closure in Sacrococcy- 
gian Cysts and Fistulas by Gluteal Plastic 
Surgery (Exérése et fermeture en un temps par 
plastie fessiére dans les kystes et fistules sacro- 
coccygiens). Cl. OLIviER and G. Lorp. Presse méd., 
IQ51, 59: 390. 

The usual treatment of pilonidal cysts and fistulas 
with only partial suture has several disadvantages: 
long hospitalization, poor cicatrization, frequent 
development of hematomas, and infections in the 
dead space, resulting from the extirpation, and often 
extensive sacrifice of skin. 

After reviewing the different methods used to 
avoid these drawbacks in one stage operations, with 
or without skin graft, the authors describe in detail 
the operation which was developed during the last 
war by a group of American Navy surgeons, notably 
C. E. Pope. 

The pilonidal tissue is excised en bloc down to the 
posterior surface of the sacral bone; then the major 
gluteus muscle is mobilized, in most cases on one side 
only. The insertion of the muscle at the posterior 
sacral tubercles is severed by an incision which 
descends to the level of the coccyx. The surgeon 
then splits the muscle into two unequal portions by 
lateral pressure and gentle dilaceration, employing 
only the fingers without the use of an instrument. 
The more superficial of the two slices, by far the 
thicker portion, is left together with the aponeurosis 
and the superficial tissues. It is then easy to trans- 
pose this well vascularized muscle flap on the oper- 
ative wound to close the defect without any tension. 
Two series of steel wire are used for suturing; one 
group of two or three wires is tied over a compression 
dressing; the other group of two or three wires is 
sutured in the form of a U and tied over a small per- 
forated bar of plastic to protect the skin and to pre- 
vent cutting of the sutures and skin necroses. 

The recovery is rapid. The author reports 4 cases 
in his own experience, of patients who were up and 
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about 9 or 10 days after the operation. Statistics by 
other authors give slightly longer periods for re- 
covery. Pope reports an average of 17.4 days ina 
series of 78 uncomplicated cases and 44 days in 14 
cases complicated by secondary infection and/or 
disunion of the sutures. 

WERNER M. Sotmitz, M.D. 


The Use of Cancellous Bone Chips in Plastic Sur- 
gery (Astillas de hueso esponjoso como elemento 
modelador en cirugia pldstica). ALBERTO ALBER- 
TENGO. Bol. Soc. cir. Rosario, 1950, 17: 175. 


This article presents briefly the case records of 3 
patients who underwent plastic operations for the 
correction of traumatic or operative deformities 
about the face. The deformities were in the frontal, 
maxillary, and mandibular areas, respectively. In 
each case, chips of cancellous bone, obtained auto- 
genously twice and from a bone bank once, were 
used with entirely satisfactory results. 

The use of chips of cancellous bone is recom- 
mended because they adapt themselves perfectly 
into the defect and are easily malleable to conform 
to the local requirements. They can be molded 
further, if necessary, during the early postoperative 
period and are easy to obtain. They are resistant 
to infection and are not lost by absorption if placed 
in an adequately vascularized area; therefore, they 
retain their original volume as well as contour. 
Finally, they are incorporated by the host without 
disturbance. 

Maintenance of the original molding by plaster 
casts was found to be expedient. The area was in- 
spected on the fourth day after the operation, at 
which time any further molding could still be carried 
out. The support by plaster could be dispensed with 
by the fifteenth day. 

The 3 case reports are illustrated by photographs 
of all the cases and roentgenograms of 1 case. 

Hiram T. Lancston, M.D. 


Ox Cartilage in Plastic Surgery. Sir Harotp GILLIEs 
and HarRALp K. KristENSEN. Brit. J. Plast. Surg., 
1951, 4: 63. 

The authors report the use of xiphosternum ox 
cartilage (preserved in merthiolate solution) for 
contour filling and supporting purposes in plastic 
surgery. 

The data suggests that the material gives approxi- 
mately the same evidence of successful results as 
are achieved with the use of autogenous grafts. The 
significant figures apply to the nose, ears, and other 
parts of the face. Joun H. Kay, M.D. 


Some Observations on the Vascular Channels in 
Tubed Pedicles. FENTON BraitHwaitTe. Brit. J. 
Plast. Surg., 1951, 4: 28. 


The vascular changes that may be evident in a 
tubed pedicle when it is raised or transferred are 
similar to the manifestations of reactive hyperemia. 
This phenomenon may be induced in a part if the 
blood supply is temporarily occluded and then al- 
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lowed to return; it may also be invoked by inter- 
ference with the venous return. It arises when a 
relative ischemia is followed by an improved blood 
supply or an increased venous drainage. The period 
of ischemia leads to the accumulation of metabolites. 
The cutaneous vascular changes that are occasion- 
ally observed in the transferred part of a tubed 
pedicle bear a striking relation to the sequence of 
vascular events that occur during the phase of re- 
active hyperemia. 

There is no doubt that the transferred part of a 
tubed pedicle may suffer considerable periods of 
relative ischemia. It is probable that such ischemia 
will give rise to the production of the metabolite 
substance within the tissue spaces of the pedicle. 
In this manner, and in like measure to its production, 
reactive hyperemia will ensue and be maintained 
until the vascular debt is paid or necrosis intervenes. 

It is believed that vessels which are sufficiently 
large to distribute blood to more than a few square 
millimeters of skin will not participate materially in 
the reaction; the hyperemia is due to dilatation of 
the smaller vessels. The vessels involved are the 
capillaries and minute venules, vessels which are 
largely endothelial. 

Consequently, many of the vascular reactions of 
a tubed pedicle can be explained in terms of the 
reaction of hyperemia. This reaction carried to a 
point of excess will account for the death of the 
tissues concerned. The changes in the vessels of 
the dermal plexuses of a tubed pedicle are concerned 
chiefly with the vessels involved in this reaction. 
The probable results of these changes are an im- 
provement in the venous drainage of a tubed pedicle 
and a consequent diminution of its hemodynamic 
resistance. Since cooling of a tubed pedicle will 
probably diminish its production of metabolites, 
such cooling should be beneficial to such a tube dur- 
ing its period of vascular unbalance, and the part 
concerned should be kept cool. The removal of 
sympathetic nervous influences probably plays little 
part in the hemodynamics of a tubed pedicle. It is 
suggested that venular thrombosis may be a factor 
in upsetting the vascular equilibrium. 

STEPHEN A. ZIEMAN, M.D. 


The Measurement of the Local Clearance of Radio- 
active Sodium in Tubed Skin Pedicles. Joun N. 
Barron, N. VEALL, and D. G. Arnott. Brit. J. 
Plast. Surg., 1951, 4: 16. 


From an experimental point of view, the tubed 
skin pedicle can be considered as an “isolated vascu- 
lar loop,” and as such it has many advantages over 
other types of material used in studying the circula- 
tion. It is an entity in which the blood flow can be 
largely controlled, and circulatory changes due to 
systemic and physical factors are registered in it 
with a high degree of sensitivity. This article pre- 
sents in some detail the technical application of a 
radiobiological investigation to plastic surgery. 

It was found that the application of the sodium 
clearance test to tubed skin pedicles seemed more 
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likely to yield useful results, since many of the vari- 
able factors affecting the circulation in more normal 
tissue are either absent, more easily controllable, or 
can be more conveniently investigated. In particu- 
lar, the skin forming the tube is presumably almost 
completely sympathectomized in the early stages, 
and the vessels are atonic. Consequently, apart from 
the obvious desirability of having a method which 
can be used both as a routine clinica] test and as a 
research tool for studying problems arising in the 
field of plastic surgery, the tubed skin pedicles also 
provided convenient experimental conditions for 
studying some of the physiological factors affecting 
the clearance constant. 

Sodium” obtained from the Atomic Energy Re- 
search Establishment, Harwell, as pile-irradiated 
sodium carbonate (Naz CO3) was employed. 

Radioactive saline solution, 0.1 ml., was injected 
about % mm. below the surface of the skin at each 
of the experimental points. Readings were taken at 
each site in turn at 1 minute intervals, so that an 
observation was recorded for each point every 3 or 4 
minutes. Each observation was plotted on semiloga- 
rithmic graph paper, and the readings were con- 
tinued for about 30 minutes, except when the first 


part of the curve was not linear, in which case read- 
ings were taken for at least 20 minutes after the 
curve had straightened out. Subsequently, the 
readings could be continued with the circulation at 
one or the other end of the tube occluded to a greater 
or lesser extent, in accord with the clinical informa- 
tion required. 

The circulation index was obtained from a loga- 
rithmic formula. Sources of experimental error in- 
cluded such factors as the effect of the depth of the 
injection, psychological factors, environmental con- 
ditions, and the position of the pedicle. 

The study of the circulation in a pedicle through 
all its various stages may involve as many as ten or 
twenty repeated measurements at the same test 
points. As the beta rays would minimize the exposure 
hazard they were employed in preference to the 
gamma rays for measurements. 

It was found that the measurement of the sodium 
clearance rate in the pedicles under various experi- 
mental conditions yielded useful clinical results. 
However, the results already obtained seem suff- 
ciently valuable to justify further work directed 
toward the improvement of the equipment and tech- 
niques employed. STEPHEN A. ZIEMAN, M.D. 
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ROENTGENOLOGY 


Traumatic Chylothorax. The Roentgen Aspects of 
This Problem. RoBert M. Lowman, Jack HoocEr- 
HYDE, LEvIN L. WATERS, and CONSTANCE GRANT. 
Am. J. Roentg., 1951, 65: 529. 

Traumatic chylothorax due to intrathoracic rup- 
ture of the thoracic chest and the escape of chyle into 
the pleural cavity occurs rarely. Recently, however, 
because of the many surgical procedures involving 
the contents of the posterior mediastinal spaces, the 
thoracic chest assumes a position of increased im- 
portance. 

The present report concerns a case of traumatic 
chylothorax resulting from an injury to the upper 
chest and neck. A white, 6 year old female child was 
brought to The Grace Unit Emergency Room 1 hour 
following a severe head, neck, and chest injury. The 
patient complained of tenderness of the left chest 
and upper abdomen. She had marked respiratory 
distress. Auscultation revealed numerous rales and 
diminished breath sounds on the left. There was a 
marked expiratory grunt. 

Roentgenographic studies of the chest at first re- 
vealed no evidence of pneumothorax on the left, but 
a minimal effusion in the upper portion of the left 
pleural cavity. On films taken 20 minutes later there 


was a marked increase in the fluid in the left pleural 


cavity. There were also noted small amounts of 
loculated air in the left pleural cavity. The fluid ac- 
cumulated rapidly in the left chest. On the follow- 
ing day a large amount of fluid was demonstrated in 
the left pleural cavity. 

A thoracentesis 7 days after admission revealed 
the true nature of the fluid. Additional thoracen- 
teses for relief of dyspnea were done, and the chyle 
removed was examined thoroughly. Numerous 
blood transfusions were given. In spite of the high 
carbohydrate, high protein diet, the patient’s blood 
serum protein fell from 7 gm. to 5.53 gm. Satisfac- 
tory outcome of the case made surgical intervention 
unnecessary. On the sixty-second day following ad- 
mission to the hospital, the patient was discharged. 

The authors review the literature on chylothorax. 
Much of the data obtained concerns cases encoun- 
tered following surgical trauma. That much of the 
knowledge gained in the treatment of chylothorax 
following surgical trauma may be applicable to cases 
of chylothorax associated with other types of trauma 
is evident. Frank L. Hussey, M.D. 


Studies on Contrast Media for the X-Ray Examina- 
tion of the Gastrointestinal Tract. E. A. Zim- 
MER. Brit. J. Radiol., 1951, 24: 245. 

The author reports on the results and conse- 
quences of research work with contrast media for 
aaa examination of the gastrointestinal 
ract. 


Different brands of barium products do not 
possess identical qualities. The differences in the 
x-ray pictures obtained with the various barium 
preparations are manifest not only in vitro, but also 
on examination of the small bowel. Barium prod- 
ucts that activate peristalsis without altering the 
outline of the mucosa in any way, present definite 
advantages, such as requiring a shorter time for the 
passage of the barium, and allowing the examiner to 
check the entire tract from the esophagus to the 
cecum in an hour’s time. The author adds a pro- 
tective colloid alubar to obtain the latter advantage. 

FRANK L. Hussey, M.D. 


The Development of Angiocardiography and Aor- 
tography. WENDELL G. Scott. Radiology, 1951, 
56: 485. 

In the annual Carman lecture of 1950, an excel- 
lent historical review of the subjects of angiocardiog- 
raphy and aortography is presented. The develop- 
ment and perfection of equipment is reviewed and a 
discussion of the various contrast media being used 
is presented. 

The first known studies were done in 1923 by 
Sicard and Forestier. Other authors concerned with 
this problem were Berberich and Hirsch. Brooks of 
St. Louis was the first to make an angiogram by in- 
jecting a 50 per cent solution of sodium iodide into 
the femoral artery of a man. In 1927 Egas Moniz 
of Spain published his work on visualization of the 
cerebral arterial system with the use of strontium 
bromide and, later, with sodium iodide. By the end 
of the 1920’s many radiologists throughout the world 
took up Moniz’s principle and methods of peripheral 
arteriography and obtained satisfactory angiograms 
of the lower extremities. Many of these, especially 
in Cuba and South America, were also able to vis- 
ualize the abdominal aorta and some of its branches. 
In 1929, Forssmann was able to introduce a ureteral 
catheter into the antecubital vein and maneuvered 
it into the right auricle. In 1931, he used a contrast 
medium to visualize the chambers of the heart. In 
1937, Castellanos, Pereiras, and Garcia published 
their first studies on angiocardiography in children 
which were highly successful. The final maturity of 
angiocardiography came into light with the publi- 
cation of the work by Robb and Steinberg. Although 
there has been some modification of Robb and 
Steinberg’s work, the general principles are still 
the same. 

The contrast media used are primarily 70 per 
cent diodrast, 75 per cent neo-iopax, or 70 per cent 
urokon. None of these dyes can be used with im- 
punity. They are all hypertonic and irritating to 
the vessels. Pendergrass showed that in pyelog- 
raphy with 35 per cent diodrast, the mortality rate 
was 0.0038 per cent. Dotter and Jackson showed 
that there were 26 deaths among 6,800 examinations 
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by angiocardiography, a mortality rate of 0.38 per 
cent. Morgan, in a series of 600 injections, showed 
a mortality rate of 1 per cent. Reaction, to some 
degree, is due to the drug; in other cases it is due 
to the amount of fluid and its concentration, the 
osmotic pressure, viscosity, or to the speed of in- 
jection. There is no definite evidence that hyper- 
sensitivity or an anaphylactoid reaction is the 
cause of death. The author stresses that in these 
studies, all patients should be selected with dis- 
crimination, with elimination of those with any 
renal complications or debilitations of any type. 
Also, in children, smaller amounts of dye should be 
used. It is inadvisable to repeat the injection after 
too short an interval. 

There is an excellent review of the types of equip- 
ment which were used: a simple, rapid cassette- 
changer type of apparatus, the incorporation of the 
Fairchild unit which takes two exposures per second, 
and the recent addition of two units at right angles 
to one another so synchronized that simultaneous 
anteroposterior and lateral views are taken. The 
speed of the exposures has been raised from two 
exposures a second to eight a second. Also, the 
film size has been increased from 9% by 9% to 
12 by 12 inches in size. 

The advantages of fast serial roentgenography 
are: (1) it eliminates guessing at which time expo- 
sure should be made; (2) multiple films provide for 
a double check on questionable filling defects; (3) 
multiple films also provide a continuous record of 
the passing of opaque medium through the structure 
of the organ; (4) a smaller amount of opaque mate- 
rial is required because the material can be followed 
on serial films and it is no longer necessary to keep 
the blood vessels filled for long periods of time. The 
disadvantages are the cost to the patient and insti- 
tution. 

A number of cases are illustrated and discussed. 
There were 161 patients subjected to angiocardiog- 
raphy or aortography, of which 82 had had surgical 
procedures. The author illustrates many cases of 
anomalies, such as the tetralogy of Fallot, Eisen- 
menger’s complex, tricuspid stenosis with an absent 
or nonfunctioning right ventricle associated with 
pulmonary stenosis, and anomalous subclavian 
vessels. Angiocardiography has contributed con- 
siderably toward a better understanding of con- 
genital malformations of the heart. It also has 
helped in the conventional interpretation of films 
and in the understanding of cardiac defects. 

Maurice D. Sacus, M.D. 


Primary Tumors of the Ureter: Their Roentgen 
Diagnostic Features. R. Brian Homes. Radiol- 
ogy, 1951, 56: 520. 

Primary tumors of the ureter are usually diag- 
nosed during surgery. Not enough attention is paid 
to the possibility of a preoperative diagnosis of this 
type. Seventeen cases of primary carcinoma of the 
ureter are described. The cases were almost evenly 
divided between male and female patients, and 
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occurred in all age brackets with a median age of 
63 years. The symptoms were primarily hematuria 
which was present in 16 of the 17 cases. Other 
symptoms were pain, weight loss, urinary frequency, 
dysuria, and a hydronephrotic kidney mass. 

Roentgen findings may reveal an enlarged renal 
outline and alteration of its shape due to hydrone- 
phrosis or the presence of calculi. Excretory uro- 
grams in 10 of the 14 cases revealed failure of excre- 
tion of the dye on the involved side, and in the 4 
other cases, a definite delay in the excretion of the 
contrast medium. The proximal ureter was dilated 
and tortuous, varying with the degree and duration 
of the obstruction caused by the tumor. Sometimes 
the lower end of the column of opaque medium in 
the ureter may show an irregular, sharp cut-off 
which represents the tumor. Filling defects observed 
in the bladder are due to blood clots. 

Retrograde studies may further complement the 
examination by showing irregular nodular filling 
defects projecting into the lumen of the ureter. The 
sharp, sudden cut-off of the dye at the top of the 
column is readily apparent. The edges may be 
irregular or lobulated. A common appearance is 
that of an obstructive mass which enlarges the 
lumen of the ureter and permits the dye to flow 
partially around it, thus outlining its lower portion. 

In 12 of the present group of 17 cases, the lesion 
was present on the right side and in 5 cases on the left 
side. In 11 cases, the lesion was situated in the lower 
third of the ureter and in 1 case, in the upper third. 
In 3 cases, it involved the ureteropelvic junction. 
In one-half of the cases the tumor extended over a 
length of the ureter varying from 2 to 5 cm. Many 
excellent illustrations describing and illustrating the 
types of ureteral lesions are presented. 

The differential diagnosis of primary carcinoma 
of the ureter should include ureteral calculus (espe- 
cially a nonopaque type of stone), blood clots, ure- 
teral strictures, and ureteritis cystica. 

The author believes that with the combined help 
of clinical and roentgenographic findings the diag- 
nosis of a primary tumor of the ureter could be made 
in practically every case. 

Maurice D. Sacus, M.D. 


MISCELLANEOUS 


The Theory and Methods of the Radioautographic 
Localization of Radioelements in Tissues. J. 
Gross, R. Bocorocn, N. J. NADLER, and C. P. LE 
BLOND. Am. J. Roentg., 1951, 65: 420. 


A radioautograph is obtained by placing a sec- 
tion of tissue containing radioactive material in con- 
tact, for a certain length of time, with a photo- 
graphic emulsion which then is developed in the 
ordinary way. 

This excellent article deals with the theoretic con- 
cepts and technical details of radioautography. The 
authors also present examples of its more recent use, 
to illustrate the various possibilities of radioauto- 
graphy as it applies to biology and medicine. 
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One of the most common uses of radioautography 
consists in determining the uptake of a labeled sub- 
stance in various parts of an organ (thyroid, bone). 
Similarly, the site of synthesis or degradation of a 
labeled substance may be revealed. In order that 
such labeled substance may act truly as a “tracer” 
of the normal metabolism it is necessary (1) that 
the amount of its radioactivity be small enough not 
to produce a significant radiochemical effect, and 
(2) that the amount of its weight be sufficiently 
small not to increase to a significant extent the 
amount of the substance present in the circulation. 
When the weight is so small that it cannot be esti- 
mated by chemical or spectroscopic means, the given 
“tracer” dose is called “‘carrier-free.”” 

Neither the radioactive elements with a very short 
half-life, nor those with a very long half-life are suit- 
able for radioautography. The shortest usable half- 
lives are 12 hours in the case of I’ and 14 hours in 
the case of Na™. In the radioactive elements with 
very long half-lives, as, for example, C™ with a half- 
life of 5,500 years, the concentration would have to 
beso high that they could not be prepared as carrier- 
free material. The most frequently used isotopes 
with intermediate half-lives include the 8 day I", 
the 14 day P®, and the 35 day Sr®. 

In discussing the theoretic basis of radioauto- 
graphy, the authors pay considerable attention to the 
following factors: (1) the geometrical relations of 
source and emulsion; (2) the intensity and energy of 
the radiation, including (a) the mechanism of photo- 
graphic action, (b) the energy of the radiation (the 
beta-ray spectrum) and (c) the amount of radiation 
(exposure); (3) the characteristics of the emulsion, 
including (a) grain size, (b) grain concentration, (c) 
grain uniformity, (d) conditions of development and 
fixation, and (e) fog. 

The conclusions arrived at in relation to these fac- 
tors are: (1) the thicknesses of section and emulsion, 
and especially the space between the two, must be 
reduced to a minimum (the authors adopted a radio- 
autographic preparation which consists of a 5 micron 
section and a 5 to 15 micron emulsion, prepared by 
mounting, coating, and stripping, to give a negligible 
interspace); (2) a low exposure of the radioauto- 
graphic preparation is required to obtain densities 
as low as may be conveniently identified; (3) the 
emulsion used should contain a high concentration 
of small uniform grains, with a low background fog 
and a good sensitization to the photographic action 
of the beta rays. 

The technical details of the practical application 
of these principles are also discussed at considerable 
length. They include: A. Preparation of tissues; B. 
Radioautographic procedures: (1) the contact meth- 
od, (2) the mounting method, (3) the coating method 
with either a fluid emulsion or a stripping film such 
as an Ilford special halftone stripping film or Kodak 
NTB stripping film, (4) the inverting method which 
consists of inverting the preparation formed by the 
section and the emulsion, a special Kodak matrix 
being used for the latter; C. Technical considerations 
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common to all methods, comprising (1) selection of 
the emulsion, of which there are three varieties: 
(a) roentgen-ray type, (b) lantern slide type, and 
(c) special fine grain emulsion (nuclear emulsion), 
and (2) the duration of exposure which, as already 
stated, must be kept to a minimum; D. Quantitative 
radioautography, based on the quantitative estima- 
tion of the density of the image, although this work 
is still in a preliminary stage. 

As a result of these investigations it was found 
that the best preparations are obtained by the coat- 
ing method with dilute Kodak medium lantern slide 
emulsion. As already stated, the thickness of the 
tissue section must be 5 microns and that of the 
emulsion 5 to 15 microns; the two are separated by a 
celloidin coating of not more than a fraction of a 
micron. Exposure must be at low temperature. The 
authors expect that in the future nuclear emulsions 
will be prepared for coating not only in strip forms 
but also in bulk forms, with sufficient sensitivity and 
freedom from fog to replace the available material. 

In considering the various practical applications of 
radioautography in the domain of biology and medi- 
cine, the authors distinguish between the substances 
which are foreign to the body, as in the case of phar- 
macologic and toxicologic studies, and those which 
normally are present in the tissues. A. Foreign sub- 
stances, which include (1) inorganic elements such 
as the actinide and lanthamide groups, the elements 
related to calcium (mostly strontium, radium and, 
more recently, gallium), polonium, etc.; (2) organic 
substances such as mustard gas labeled with radio- 
sulfur, lewisite labeled with radioarsenic, etc. B. 
Physiologic substances, among which are listed (1) 
inorganic elements comprising the wide range of ap- 
plications of radioactive phosphorus, and to a lesser 
extent of the radioactive calcium, carbonate, iodide, 
sodium, potassium, zinc, and copper; (2) organic 
substances, although considerable difficulty is en- 
countered in the identification of many of these by 
radioautography. Some of the identified compounds 
are the carbohydrates, phospholipids, steroids closely 
related to estradiol, proteins of the nucleus, glycine, 
and thyroglobulin. 

In conclusion, the authors emphasize that the 
chemical characterization of the radioactive mate- 
rial in the sections must constitute an indispensable 
step in the interpretation of the radioautographic 
image. 

The article is profusely illustrated with diagrams, 
tables, curves, and reproductions of radioautographs 
A bibliography of 98 references is appended. 

T. Leucutia, M.D. 


Some Varied Applications of Radioactive Isotopes 
to the Localization and Treatment of Tumors. 
D. W. SmitHers. Acta Radiol., Stockh., 1951, 35: 49. 


In the first 18 months of use of radioactive isotopes 
for the localization and treatment of malignant 
tumors at the Royal Cancer Hospital in London, 96 
patients were treated and about 50 localizations were 
accomplished. The author describes one example of 
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marked improvement in a leucemic patient treated 
with P32. Also, a patient with anaplastic carcinoma 
of the stomach with metastases was treated with 
P32, with complete destruction of the tumor, but 
death resulted from necrotic ulcers of the brain and 
bowel. One patient with thyroid carcinoma was 
treated with I131 with a good result which continued 
up to 15 months after the beginning of treatment. 

Intraperitoneal injections of colloidal gold 198 
were given to 5 patients. Intracavitary injections of 
sodium 24, intracavitary treatments with bromine 
82 in a latex bag, interstitial implantations of 
tantulum 182, and surface applications of phos- 
phorus 32 in polythene have been used. 

The employment of radioactive isotopes as a 
means of investigation of the development, localiza- 
tion, spread, and control of cancer appears to offer 
great opportunities. Frank L. Hussey, M.D. 


Some Preliminary Clinical Observations on the Use 
of Radioactive Isotopes for the Localization of 
Brain Tumors. JAN G. DE WINTER. Brit. J. 
Radiol., 1951, 24: 280. 

The localization of cerebral lesions can be de- 
termined by encephalography, angiography and elec- 
troencephalography. In addition, during recent 
years it has been found that dyes, such as brilliant 
green or fluorescein, when injected intravenously ap- 
pear to have the ability to combine selectively with 
certain tissues such as tumors. The latter method 
has been used as a means of ascertaining the exact 





INTERNATIONAL ABSTRACTS OF SURGERY 


volume of neoplastic tissue. While these dyes were 
used as far back as 1932 and described at varying 
intervals up to 1945 on the European continent, they 
have never gained wide acceptance. During recent 
years, this method has again come into use for the 
localization of brain tumors by means of the Geiger 
counter and radioactive diiodofluorescein. It is pain- 
less and there is no toxicity, and it would certainly 
represent advancement in the technique of localizing 
intracranial lesions. 

Therefore, as a result of recent work by American 
authors, who used a directional scintillation counter, 
34 cases of brain lesions were investigated in this 
manner. The diagnosis was verified in 20 cases. Of 
the remaining 14 cases, only 1 case, a possible angio- 
ma, was positive, and this was probably the result 
of the local increased blood volume. Of the 20 veri- 
fied cases, 10 were tested prior and 10 following 
diagnostic surgical intervention. Only 1 of the 20 
tumors was able to pick up the radioactive material 
definitely. Activity over the entire brain was gen- 
erally increased and the counting rates over sus- 
pected tumor regions were somewhat higher than 
those of symmetrical, controlled areas. In the re- 
maining 19 cases, it was impossible to detect any 
asymmetry that could be related to a concentrating 
lesion at any given definite position. 

The author concludes, therefore, that the use of 
radioactive diiodofluorescein for localization of 
tumors has been unsuccessful. 

Maurice D. Sacus, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Soft Tissue Tumors: Their Natural History and 
Treatment. Sir STANFORD CADE. Proc. R. Soc. 
M., Lond., 1951, 44: 19. 

The author presents his views (which are particu- 
larly sound from a pathologic viewpoint) regarding 
the natural history and treatment of tumors ori- 
ginating in the soft parts. The number of cases is 
unusually adequate considering the infrequency of 
the lesion. This group of tumors is contrasted with 
tumors observed by other authors of similar stand- 
ing. Use of the nondescript term “spindle cell sar- 
coma” is opposed, and the author condemns the use 
of the term ‘‘neurogenic sarcoma”’ to describe a soft 
tissue sarcoma, unless it is derived from peripheral 
nerves. Substantiating data are given on which are 
based his interpretations concerning the rarity of 
sarcomas from nerve tissue. 

The author agrees with A. Purdy Stout in that 
he sees no need for the term “‘myxosarcoma.” The 
classification of the older cases of tumors has been 
condensed to the classification that is in common 
se today, and the various lesions adapted to it are 
listed: 





NO. CASES] NEW CLASSIFICATION 


OLD CLASSIFICATION NO. CASES 





Spindle cell sarcoma 42 
Fibrosarcoma 





Fibrosarcoma 48 








Myxosarcoma Ir Synovial sarcoma 





Synovioma Ir 





Liposarcoma 





Liposarcoma 7 





Neurogenic sarcoma 9 Rhabdomyoma 





Rhabdomyoma 7 





= Angiosarcoma 
Various Ir 








No histology 7 No histology 7 














153 153 





Eighty-six of the patients were males and 67 were 

females; all ages were represented. Over half of the 
tumors occurred in the lower limb; one-fourth of the 
tumors developed in the upper limb. The prognosis 
was better for tumors in these regions than for those 
growing in odd locales such as the orbit, palate, and 
retroperitoneal space, in which cases the outlook was 
grave. 
_ The original article contains several tables show- 
ing the number of tumors for each age and for each 
area in the body. Following these, there is a concise 
discussion of each form of neoplasm under the new 
_ Classification. Macroscopic and microscopic descrip- 
pov! as well as photographs of x-ray films, are in- 
cluded. 


The marked malignancy of synovial sarcoma is 
emphasized. Some credence is given to the associa- 
tion of mechanical trauma in the initiation of fibro- 
sarcoma. 

Stress is laid on the bulkiness of liposarcomas. 

The author believes the use of myoblastoma is not 
needed, as, with repeated sections, it is possible to 
find true myosarcomatous foci. 

The best therapeutic results were from wide local 
excision followed by radiation, though it is em- 
phasized that the more malignant lesions were the 
ones submitted to amputation. The author’s final 
thought was that the prognosis in properly treated 
sarcomas, specifically of fibrous tissue origin, is more 
favorable than has been indicated in the past. 

M. C. WHEELOcK, M.D. 


A Case of Fibroangioendothelioma of the Thenar 
Eminence (Su di un caso di fibro-angio-endotelioma 
dell’eminenza tenar). Luici Viott1. Inform. med., 
Genova, 1950, 4: 296. 

A 30 year old female was found to have a tumor 
on the right thenar eminence which had been pres- 
ent for a period of 7 years, and which lately appeared 
to be increasing in size. This now had attained the 
size of a walnut. It was considered to be a fibro- 
lipoma and was removed under local anesthesia. A 
bluish tumor with reddish-yellow streaks was noted 
protruding through the muscles. Histologic exam- 
ination showed this tumor to be a hemangioma with 
some areas of fibroangioendothelioma. 

These vascular tumors are found more frequently 
in internal organs such as the liver. They are con- 
sidered quite rare on the palm of the hand. 

Surgical excision is recommended for these tumors 
with removal of adjacent tissue, wherever possible. 
They are considered benign but may recur and the 
endotheliomas may metastasize. 

Lucian J. Fronputi, M.D. 


Cancer as a Sequel to War Wounds. Leon GILLIs 
and STANLEY LEE. J. Bone Surg., 1951, 33-B: 167. 


A series of 24 selected cases of carcinoma which 
developed fistulous tracts after at least 18 years of 
drainage is presented. Most of these carcinomas 
were the result of osteomyelitis of the lower extrem- 
ities following wounds which occurred in World War 
I. Seven cases of squamous carcinoma indirectly 
attributed to war injuries which occurred 20 or more 
years earlier are outlined. 

The following conclusions are drawn: 

1. Malignant change may occur in chronic drain- 
ing sinuses or adherent scar tissue up to 30 or more 
years after the injury. It did not occur before 18 
years had passed in this series. 

2. Adherent scars should be excised and replaced 
by appropriate grafts to prevent future malignant 
change. 
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3. Amputation should be considered earlier if an 
osteomyelitic sinus does not show response to 
treatment. ; 

4. If malignant change should occur in this type 
of case, treatment should be rapid and radical as an 
under-rated potential for metastasis exists. 

5. The incidence of carcinomatous change in scar 
tissue subject to irritation should be considered in 
terms of 20 years in order to obtain a better picture 
of its frequency. Rosert L. Craic, M.D. 


Dermatofibrosarcoma Protuberans; a Report of 39 
Cases. GrorGE T. Pack and Epwarp J. TABAH. 
Arch. Surg., 1951, 62: 391. 

Dermatofibrosarcoma protuberans is a relatively 
rare tumor. Growth is slow but it may reach a 
large size if untreated. The most common site is on 
the trunk. The usual age when the tumor is dis- 
covered is between 41 and 50 years. Males were 
affected somewhat more commonly than females in 
this series. 

Grossly, the tumor consists of a single nodule or 
of multiple nodules adherent to the skin but freely 
movable over the underlying fascia. Infiltration of 
this fascia and of nearby muscles is not the rule. 
The predominant cell is the fibroblast. Metastasis 
is quite rare. Radiation therapy is unsuccessful. 
The results of wide surgical excision are very good. 

James WEAVER, M.D. 


Synovial Sarcoma; A Clinical Impression Obtained 
from the Study of 13 Cases. Kirk J. ANDERSON. 
West. J. Surg., 1951, 59: 141. 


Synovial sarcoma is a malignant tumor of the 
synovial membranes. Thus, it may be found in an 
intra-articular location or in close proximity to a 
tendon sheath, bursa, or joint capsule. Because it 
is seldom recognized before surgery, an inadequate 
local excision is usually done and this is followed by 
a recurrence of the tumor. The degree of malig- 
nancy varies from a chronic, well localized tumor of 
many years’ duration to a rapid fulminating growth 
which may be superimposed on the chronic state. 
The tumor is most frequently found in the lower 
extremity near the knee joint of young males, but 
may be found in the axilla, wrist, or other synovial 
membrane site. Joint pain, dysfunction, or tumor 
may be the presenting symptom. X-rays may show 
synovial thickening or a para-articular mass with 
calcification. 

Treatment should be radical with wide excision. 
Recurrence should be followed by amputation. Re- 
gional lymph node dissection may be considered. 
Intra-articular or other inaccessible lesions require 
primary amputation. 

In some cases roentgen ray therapy may be help- 
ful as a supplement to surgery, and when used 
alone may reduce the pain and swelling temporarily. 
The tumor is radioresistant and no permanent ben- 
efits are noted. 

Thirteen cases are summarized. 

Rosert L. Craic, M.D. 


Gross Tumor Embolism of the Axillary Artery by 
Malignant Synovioma. T. G. E. LoosEmore and 
J. W. Wuittick. J. Path. Bact., Lond., 1951, 63: 133. 

Gross tumor arterial embolism is well known, but 
of rare occurrence. Few cases have been recorded, 

This article is a case report of gross tumor em- 
bolism of the left axillary artery treated by embolec- 
tomy. The patient had had a primary malignant 
synovioma removed from the left knee in 1945. A 
local recurrence and a distant metastasis in the left 
scapula were excised in September, 1948. In Decem- 
ber, 1948, she appeared with an embolus in the left 
axillary artery. Embolectomy was performed, but 
the patient died the following day. 

Pathological examination of the embolus showed 
it to be a gross tumor embolus of the same histo- 
logical type as the original tumor. Autopsy re- 
vealed no growth at the primary site or the site of 
the treated scapular metastasis. There were two 
pulmonary metastases and a pulmonary vein tumor 
embolus. Other metastases were found in the pos- 
terior wall of the left ventricle, in the left cerebral 
hemisphere, the thyroid gland, and the second and 
third lumbar vertebrae. The histological charac- 
teristics were similar to those of the primary tumor. 

Donatp C. Geist, M.D. 


DUCTLESS GLANDS 


Adrenogenital Syndrome in Infants (Sfndrome ad- 
renogenital na infancia). AtTTiL1I0 Z. Frost. Reo. 
Hosp. clin., S. Paulo, 1950, 5: 226. 


Hyperfunction of the suprarenal cortex in infancy 
is rarely observed. The author describes in detail 
4 cases. Three of the patients were females and 1 
was a male whose ages ranged from 9 months to 
4years. Precocious genital development and second- 
ary sex characteristics such as distribution of hair, 
acne, advanced development of muscles and bones, 
and deep voice in the 3 female infants, were ob- 
served. Large quantities of 17-ketosteroids were 
recovered in the urine and the amount paralleled 
the accentuation of the masculinizing factors. The 
androgenic activity of this disorder is reflected in 
the abnormal excretion of 17-ketosteroids. 

Two of the female infants and the 1 male had a 
fatal surgical outcome. In all 3, the pathologic 
examination showed adrenal carcinoma. 

The remaining living female patient is 1 year and 
3 months of age, is under careful observation, and 
has a definite hepatomegaly which is considered to 
be of metastatic origin. STEPHEN A. ZremaN, M.D. 


EXPERIMENTAL SURGERY 


The Behavior of Autogenous Human Tissue Grafts. 
Comparative Study. Lynpon A. PEER and JOHN 
C. WALKER. Plastic & Reconstr. Surg., 1951, 7: 6. 


The fate of free autogenous human grafts in con- 
tact with unlike tissues is illustrated in Figure 1. 

Cartilage with and without perichondrium, septal 
bone without periosteum, fascia, tendon, and surface 
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Before grafting After grafting 
Fig. 1 (Peer, Walker). Authors’ experimental series. 


The charts demonstrate the fate of free living autogenous 
human grafts in contact with unlike tissues. When these 


skin grafts all tend to survive unchanged on success- 
ful transplantation. The parenchymal cells in these 
grafts remain as living cells with normal-appearing 
intercellular substances. The grafts are joined to the 
surrounding unlike host tissue by fibrous tissue, as 
in the healing of wounds. 

When the cells in cartilage, bone, fascia, and ten- 
don grafts are killed by alcohol or heat before trans- 
plantation, the following changes occur: the dead 
cartilage graft is tolerated for long periods of time, 
but eventually is replaced by fibrous tissue of the 
host, often with the formation of spicules of bone. 
The dead bone grafts are replaced by fibrous tissue 
of the host in about 6 months. It is curious that this 
tissue replacement is often associated with true bone 
formation in dead cartilage grafts, but not in dead 
bone grafts. The collagenous bundles disappear 
rather early in dead fascia and tendon grafts. They 
are replaced by fibroblasts of the host in‘such a 
manner that the resulting connective tissue replace- 
ment does not resemble fascia or tendon. 

Bone grafts from the ribs, tibia, and ilium, 
whether cancellous or cortical, were all replaced by 
fibrous tissue within 6 to 8 months after transplanta- 
tion. This occurred regardless of the presence of 
periosteum on the grafts, or the thickness of the 
grafts. Bone grafts which had been killed by alcohol 
or heat before transplantation were absorbed in 


Before grafting 


After grafting 
tissues are transplanted in contact with like tissues the fate 


of the grafts is the same except in the case of bone grafts 
from the rib, tibia, and ilium and in the case of nerve grafts. 


about the same period of time as the living bone 
grafts. The dead grafts also were replaced by 
fibrous tissue but there was no new bone formation. 
Living bone grafts when transplanted in contact 
with vascular cheek fat, neck fat, and muscle are 
absorbed just as rapidly as when they are trans- 
planted in the relatively avascular layer of the ab- 
dominal wall. 

Septal bone grafts without periosteum retain their 
normal bone structure for up to 5 years after trans- 
plantation in neck and abdominal fat and in muscle. 
Possibly all so-called membranous bones have this 
tendency toward survival. 

About half of the fat cells in fat grafts survive 
transplantation. These surviving cells make up the 
bulk of the fat graft, which is present 1 year or more 
after transplantation. The fibroblasts in the con- 
nective tissue framework of the fat graft also sur- 
vive transplantation, and remain as the supporting 
structure for the surviving fat cells. 

The muscle cells or fibers in free muscle grafts al- 
ways degenerate and the graft structure is changed 
into fibrous tissue; this is due largely to proliferation 
of surviving fibroblasts in the supporting framework 
of the graft. The muscle graft loses its characteristic 
structure about 1 month after transplantation. 

The epidermis, hair follicles, and glands tend to 
degenerate and disappear in buried skin grafts and 
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dermal grafts. The axons, myelin sheaths, and 
Schwann cells disappear in nerve grafts following 
transplantation in muscle and in fat. 

A cell survival theory which states the common 
action occurring in tissue transplants may, with 
limited authority, be postulated: living autogenous 
human grafts tend to retain their specific structure 
following free transplantation in unlike tissues when 
the cells remain as living entities; when the cells dis- 
appear, the grafts are replaced by fibrous tissue or a 
mixed connective tissue derivative. 

This cell survival theory opposes all existing be- 
liefs to the effect that grafts in contact with unlike 
tissue tend to be absorbed and replaced by infiltrat- 
ing cells of the surrounding host tissues. 

SAMUEL Kaun, M.D. 


Overloading and Rupture of Tendons in Animal 
Experimentation (Sehnenbelastung und Ruptur 
im Tierversuch). Kurt Stucke. Chirurg, 1951, 
22: 16. 


Forensic medicine is interested in the question of 
whether a rupture of a normal tendon may occur 
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even if the function of the latter reaches its maxi- 
mum. 

The author placed 2 electrodes on the sciatic 
nerve in the popliteal region of anesthetized dogs, 
The femur and the os calcis were immobilized by 
means of Kirschner’s wires attached to an extension 
apparatus. 

The tendon of the gastrocnemius muscle was sey- 
ered below the os calcis, and its proximal end was 
connected with an electric muscle recorder while the 
distal end was attached to a transmission manom- 
eter. Tetanic contractions of 20 seconds’ duration 
were thus obtained. 

Even strong muscle contractions were unable to 
produce a rupture of the middle portion of a normal 
gastrocnemius tendon. When four-fifths of the 
diameter of the tendon were severed, a sudden 
tetanic contraction failed to cause a rupture. Ifa 
tendon was severed and sutured, as early as 12 days 
later it acted like a normal tendon. On the other 
hand, improperly corrected tears or those healed by 
second intention predispose to secondary ruptures, 

JoserH K. Narat, M.D. 





